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CHAPTER 1:

| NTRODUCTI ON TO THE REPORT ON KEY MONITORING INDICATORS AND THEIR
SuPPORT BY NCHS DATA SYSTEMS

Thisreport representsthe final product of work performed by Lewin-VHI for the National
Center for Health Statistics (NCHS). The purpose of this project was to evaluate the adequacy
and appropriateness of information collected in NCHS data systems to support key monitoring
indicators for health reform. NCHS will use the results of the evaluation for guidance in
strengthening and revising its data systems to meet the need for producing awidely accepted set
of key monitoring indicators for the Nation. Other related objectives of the project include the
development of a conceptual framework for classifying and evaluating key indicators, and
identification of an ideal set of key indicators as well as sets of indicators that can be obtained
immediately and practically. This includes identification of indicators and areas not covered by
NCHS data sets but where other data sets are available for the generation of appropriate
indicators.

Thisreport presents Lewin-VHI findings to address these issues, and recommendations to
the NCHS Key Indicator Working Group (KIWG), an NCHS internal working group that serves
as a primary audience for this analysis.

L NCHS Recognizes the Need for Systematic Monitoring of the Nation’s
Health, Including Health Care, for Health Policy Planning

Asthe Nation’s health statistics agency, NCHS provides information used to develop
national health policies. This project is part of an on-going effort to plan a comprehensive
monitoring system, originally intended to track short and long-term impacts of health reform and
to provide feedback for policymakers. Over the past few years NCHS has been working with the
Office of the Assistant Secretary for Health (OASH) to define the various elements of that
system. The system was anticipated to require arelatively small set of indicators to provide
summary information on the long and short term impact of health care reform on the health
system and the U.S. population. In the health reform briefing papers prepared by NCHS for the
OASH, key monitoring areasidentified include the following:

Population health status;
. Public perceptions and opinions.

Accessto care;

Utilization of health services and clinical prevention services;
. Health insurance;
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. Health expenditures;
Quality and outcomes of care;
Provider behavior and attitudes; and
Consumer satisfaction with care.

Although originally described as a system for monitoring the impact of the proposed Health
Security Act, NCHS envisioned that the system would be designed to inform health policy
regardless of the ultimate shape and timing of health reform.

NCHS recognizes as part of its mission the improvement of methods of monitoring key
indicators of the nation’s health, including health care, on a systematic and regular basis. Given
the current shift of health reform activity away from the national level, towards state-level
reform, the need to systematically track key elements of health and the health care system across
the nation, to be aware of changes, and to understand “ what works’ becomes all the more
imperative. The need to identify currently available data sources has focused this project’ s efforts
at the national level, although systematic data collection for state and local-level monitoring may
eventually be feasible. To support a later examination of issues for state level monitoring of
reform, we present in Appendix B an analysis classifying key elements of current state reform
efforts, relevant indicators and potential data sources.

In the near term, it is anticipated that data for key indicators for national level monitoring
would be extracted from existing NCHS data systems, to the extent possible, and also be
obtained through quick-turnaround surveys of households, health providers, and employers, often
drawing on NCHS data systems. In addition to assessing the current and potential capacity of
NCHS data systems to support identified indicators, the project involved identification of other
external data systems that may be available to support the indicators, and identification of
additional areas of research and new approaches to be pursued.

The three major tasks within the scope of this effort were;

¢ Development of a conceptual framework for classifying and evaluating a set of widely
accepted key indicators for monitoring the nation’s health and health care, in the
performance areas identified by NCHS.

¢ ldentification of indicators within those performance areas, and assessment of the
adequacy of NCHS data systems and other data sources to “immediately and practically”
support identified indicators.

¢ ldentification of areas where further research, indicator development and data collection
are needed.

To guide the development of a key indicator monitoring system, NCHS specified a
number of system performance criteriaincluding the ability to: track short-term and long-term
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impacts of health policy changes; provide feedback to policymakers; gauge general directionsin
the health care system; provide “alerts’ for areas needing further investigation; and provide
indications of the future direction of the health care system, as well as how it performed in the
past.

In addition to these system characteristics, specified criteriato consider in evaluating
candidate indicators include the variability of a measure over time; and the extent to which
changes in the area to be monitored will be reflected by changes in the measure. Indicators that
represent good candidates for inclusion in the monitoring system would then be used to assess
the capacity of NCHS data systems to provide the required information.

2. Lewin-VHDI’s | dentification of Candidate Monitoring IndicatorsInvolved a
Survey of PreviousWork and Interviews with Health Policy Experts.

The progression of tasks performed within this project provided a good basis for the
development of aframework to addressissues affecting acceptance and use of the monitoring
system and indicators by awider audience. The preliminary set of indicators identified for more
in-depth analysis and data systems evaluation provide information in the nine areas listed above.
The following discussion outlines key stepsin the analysis.

a An Extensive Review of the Literature on Indicators of Health and
Health Care was Conducted to Identify an Initial Set of Candidate
Indicators for a National Monitoring System.

The project effort began with an extensive review of the available literature describing
indicators proposed or currently in use for tracking health and health care. The review of these
sources focused on indicators relevant to one or more of the nine areas of primary interest to
NCHS, listed earlier. The literature review aso considered the degree to which these indicators
could be applied to national level monitoring, and be disaggregated to track the status of health
and health carefor particular demographic subgroups of special concern to policymakers.

Attempting to sort indicators according to the nine areas identified for monitoring
presented difficulties, because most of these areas are interrelated. For example, access to careis
partly afunction of an individual’s health insurance status. Health expenditures are partly a
function of health service utilization. Levels of care utilization are aso dependent on health
insurance coverage. Consumer satisfaction and public perception can also be related to the
extent of health insurance coverage, access to care and the quality and outcomes of care.
Provider behavior and attitudes can also be affected by the benefit design and payment policy
specified in insurance plans.

Our review of existing indicators has shown that existing and proposed indicators tend to
be developed for use at one of two levels: population-based community level (e.g., the nation,
state or county), or at the individual health plan or provider (i.e., components of local delivery
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system) level.” Many of the community-level measures address health status, access, outcomes,
cost, and in some instances, utilization. Health plan and provider performance measures have
typically been developed to help employers and consumers eval uate and select among plansto
address access, quality, cost, and outcome measures to address quality.

From the severa hundred measures identified in this review, a “short list” of over eighty
indicators was developed for further consideration by the NCHS Key Indicator Working Group
(KIWG). This list represented the set of indicators cited repeatedly across different research and
monitoring effortsincluded in our review, that were also directly applicable to one or more of the
nine areas specified by NCHS.

b. | nt ervi ews with Members of the KIWG Provided Additional Criteria to
Guide Indicator Development.

Following the presentation of our initial review and synthesis list of indicators, the KIWG
provided further guidance on the direction of monitoring indicator development. The guidance
suggested important criteriato be used in selecting indicators. The indicatorsidentified should
ideally be meaningful both to the general public and policy researchers. The set of health
indicators should include ones that inform decision makers about both the future direction of the
system and how it has performed in the past, as widely-cited economic indicators do (e.g.,
leading, lagging or coincident indicators of the economy). To the extent possible, indicators
should also be “actionable”:  implying afocus of change in policy to address the problem
identified by the indicator. The monitoring system could be organized in terms of tiers of
indicators with arelatively short list of primary indicators that could be supplemented by a more
detailed secondary list.

C. To Reconcile the Need for a Limited Set of Indicators, Candidate
Indicators Were Organized into Lists of Primary and Secondary
Indicators.

Based on KIWG input, a short list of about thirty primary indicators have been identified
focusing on the areas of monitoring initially identified by NCHS. A set of secondary indicators
was also developed to provide more detail for certain populations, system components and
problems.” The KIWG reviewed, suggested revisions, and approved the list of primary indicators
for more systematic analysis. The analysis included both evaluation of the proposed indicator
with respect to the area to be monitored, and the ability of NCHS data systems to support the
indicator.

! Appendix C presents key reference tables of indicators and sources cited in the literature review.
2 The secondary list of indicators identified in our analysis is presented at the end of the Appendix A anaysis of the indicators
in the primary list.
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d. Lewin-VHI Conducted Interviews with Other DHHS Experts to Identify
A Broader Set of Monitoring Needs.

The indicator review and development efforts made to date were presented to health care
experts in other offices and agenci es® within DHHS, for review and input. The interviews were
helpful in identifying other areas of health system monitoring considered important to a broader
audience of policymakers, and in identifying additional resources for indicator development and
data collection to meet the needs of an expanded monitoring system. External interview input
highlighted the need for more detailed tracking in many areas of persona and public health
services that would extend data collection requirements well beyond what federa data collection
efforts (including the surveys of NCHS) currently support. The interdependence of our nine
identified performance areaswas also noted. This implied the need for a different basis for
structuring aframework for classifying indicatorsfor monitoring.

As the project has progressed and the needs of a broader audience and set of factors have
been considered, the scope of the needed monitoring system has expanded. Responding to this,
the project team has developed the outlines of a broader system, but has not undertaken to
identify and analyze all of the indicators that such a system should include.  Although
accommodation of this broader set of interests and information needs cannot be fully achieved
within this project, the conceptual framework presented in Chapters 2 and 3 of this report provide
avehicle to systematically address broader monitoring concerns. It is anticipated that this would
be addressed by a * Consensus process’ that will follow this project effort. In the chapters that
follow, both the broader system concept and a more focused indicator analysis are presented.

Overall, severa important factors have shaped the direction of this work since the start of
the project. These include:

¢ The Health Security Act was not enacted, and public support for sweeping reform
initiated at the federal level has eroded.

¢ Private and state-level changes are continuing to occur, with some private market changes
occurring rapidly.

¢ Public spending on health and health care may be reduced at the Federa, state and local
level over the coming years, in response to apparent public support for reduced
government spending on public services.

¢ Coupled with reduced spending, there is increasing demand for public program
accountability. This includes effective communication of why a particular serviceis
critical and should be provided by the public sector, and how effectively and efficiently
public services are being provided. Aslawmakers and program administrators ook for

3 Interviews included meetings with experts in ASPE, AHCPR, CDC, HCFA, HRSA and OASH.
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ways to control the cost of public programs, timely and accurate reporting of program
performance becomes increasingly important.

As a consequence, we believe that a system of monitoring indicators must:

Be broad enough to track all key factors driving health outcomes and utilization of health
care services, and not be narrowly focused on a particular piece of federal or state
legislation currently under consideration.

¢ Be able to provide “intelligence” to policymakers and other players, to track and

understand how the health care system is currently configured and the direction in which
it ischanging at agiven point in time.

Provide alerts about individual and community health problems linked to reduced public
spending, so the public will know if and when spending cuts begin to create more public
risks than benefits.

Piece together a coherent story about the health care system, to help the policymakers and
the public better understand the health care system of which they are a part, including
who (public or private) is providing what (personal or public) services and why (e.g.,
reduction in health risk versus cost).

More basic indicator development work is clearly needed and an information

“infrastructure” must be pieced together to achieve the level of monitoring implied by the system
meeting the requirements of this list. Thiswould likely require the prioritization of effortsto
build specific monitoring capabilities, a coordinated effort across public agencies, and
partnership with private organizations that would both use and supply needed data.

3. Lewin-VHI Development of a Broader Indicator Monitoring Framework
Supports the Goal of Wide Acceptance, while Detailed Analysis of the
Preliminary List of Indicators Supportsthe Goal of Specific NCHS Data
Systems Evaluation

The tasks required in this project address several different levels of analysis required for a

monitoring system to support health policy in the longer term as well as in the near term. These
tasks are logically connected, however, as shown in Exhibit 1.

To develop aframework for classifying and evaluating monitoring indicators to produce a

set that will be widely accepted, several fundamental questions must be addressed. These
include:

¢ What is an indicator, and what strengths and limitations do indicators present for policy

support?
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¢ What are the purposes of monitoring?

ExHiBIT 1
FRAMEWORK FOR KEY MONITORING INDICATORS AND SUPPORT BY NCHS DATA SYSTEMS

« Whatare indicators? What are the strengths versus limitations? I
+ What are the purposes of monitoring?

. Who are the users of the
~————— monitoring system?

« What are their information needs?

Health System Components Monitored

+ What elements of population health
«—— and health system should be

000 monitored?

N 7

AN ] AN
NN Y
« How do performance areas

NCHS Performance Areas of Interest «g——— identified by NCHS relate to
broader set of system elements?

K |] d" t « What indicators support monitoring
€y Indicators of NCHS identified performance
areas?

TANVANMA

+ What data are needed for proposed

Definitions and Data Needed < indicators?
\Vi | il/ ) \1/ N/
. 1 1 | | « How well do NCHS data systems
Current Data Systems/Data Sour ces support proposed indicators?

¢ What are the key findings and
recommendations?

¢ Who will be the users of the monitoring system and what are their particular information
needs?

¢ What elements of population health and the health care system should be monitored to
meet these needs?
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|dentification of key indicators to monitor in the NCHS-specified areas, and evaluation of
NCHS data systems ability to support those indicators, requires greater specificity and a narrower
scope. Questions to be addressed include:

¢ How do the system performance areas specified as a near-term priority by NCHS relate to
the broader system elements identified?

¢ What does performance in the NCHS-priority areas mean, and what indicators are
proposed to monitor these areas?

¢ How well do current NCHS data systems support the proposed indicators?

These questions are addressed in the Chapters that follow.

The remainder of this report is organized according to the flow of analysis shown in
Exhibit 1. Chapter 2 discusses the meaning of indicators, the limits of information provided
through indicators, and the broad purposes of monitoring that might be addressed. Chapter 3
considers the information monitoring needs of different potential users of the monitoring system.
Key elements of health and health care to include in a comprehensive monitoring system are also
identified, and related to the performance areas specified by NCHS. Chapter 4 discusses the
monitoring of performance in these areas, as we have defined them for the purpose of our
anaysis, and presents the proposed “short list” of indicators for these areas and later presents an
anaysis of the proposed indicators, including a discussion of indicator reliability, sensitivity and
availability through NCHS data systems. Chapter 5 presents recommendations to NCHS for next
steps to be addressed by the KIWG and the Consensus panel process that will follow.
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CHAPTER 2:

A CONCEPTUAL FRAMEWORK FOR CLASSIFYING KEY INDICATORS FOR MONITORING
REQUIRES A DEFINITION OF INDICATORS AND THE PURPOSES OF MONITORING

One of the stated objectives of RS BN
this project is the development of @ /- | W hepupme fmorioingt =~
framework for classifying and
evauating key indicators, to identify a
set of ideal indicators as well as sets
of indicators that can be obtained
immediately and practically, whether
by NCHS data systems or by other
available data sources.

Health Systen Cormponents Monitored

OO0

NCRHS Perl‘am@m‘ Areas o(/ Inferest

A fundamental question to be
addressed in  classifying and
evaluating indicators is. what is an
indicator? Systematic and on-going
performance monitoring is of interest Y
at many levels of the hedlth care | || y’+j
system and the desirability of
indicators to support that is widely
recognized. But, exactly what
indicators offer to the user is
sometimes not as clear. For health
plan review, the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) has
defined an indicator as a quantitative measure that can be used to monitor and evaluate the
quality of important health plan functions that affect patient outcomes.* In broader terms, an
indicator is defined by JCAHO as a “tool that can be used to assess performance and direct
attention to potential performance issues that may require more intense review.” The dictionary
offers some more specific definitions. “ To indicate” means to point out; to show; to give some
notion of; to be a mark or token of; to give ground for inferring; or to point to as a suitable
treatment.” Each of these variations in the definition has potential use in amonitoring system for
health policy support: pointing out problems, explanation of system dynamics; a basis for
inferring causes of success or failures and guidance for future directions of policymaking.

are. Joint Commission on Accreditation of

3 Chambers Twentieth Century Dictionary, 1972.
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There are two underlying ideas in these alternative definitions of an indicator. First, the
concept of an indicator implies a consistent relationship between the measure used as an
indicator and the phenomenon of interest. Secondly, the “ mark” or “token” quality of an
indicator impliesthat only partial information about the phenomenon is provided.

These two concepts convey both the strengths and limitations of indicators for policy
support. Anindicator can only be as good as the continuity and strength of its relationship to the
phenomenon of interest. The abbreviated nature of indicators may limit user awareness of
changes in the health care system not captured by the indicator but influencing its reliability. In
the discussion that follows, the potential limitations of indicators are further discussed.

L Wide Acceptance of Key Indicator s Requires Under standing that a Limited
Set of Primary Indicators Cannot Fully Address Information Needs for
Health Policy Planning.

One of the desired outcomes of this project is the development of a set of indicators that
will bewidely accepted. We expect that this goal will be more easily achieved if audiences
understand the limits of both breadth and depth of information conveyed through a limited set of
indicators.

Use of key indicators to inform decision makers and guide policy both offers advantages
and poses limitations. Indicators can be very efficient in informing people about what is going
on. They reduce larger sets of data describing often complex factors into essential elements that
carry ideally the most important and most reliable information. The reduced form of an indicator
can make it more powerful in communicating information. But that format also limits the
explanation of context and contributing factors often needed to respond appropriately. This
limitation underlines the need for indicators to be linked to a broader data collection, analysis and
research effort to ensure accurate interpretation, understanding and insight.

The need to recognize contextual factors and system characteristics is particularly
relevant for international comparisons of indicators. International data is available for infant
mortality, mortality, morbidity, disability, quality of life, health related behaviors and
expenditures. Differences in indicators for different- countries may be influenced by contextual
factors other than those directly related to the health care system, such as socioeconomic,
environmental, and cultural characteristics, and persona risk behaviors. In addition, differences
in the structure of the delivery and finance of the health care system have an impact on the
outcomes of the system measured by indicators. Therefore, international comparisons are useful
as socia indicators, but not as a measure of the success or failure of a country’s health care
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system.6 Thisis another area, however, where research to better understand our own system'’s
performance would allow further comparison with the experience of other nations.

Indicators imply causal relationships between phenomenain the system being monitored.
In relatively stable closed systems, the abbreviated nature of indicator information may not pose
aproblem, because the system as awhole is better understood and the behavior of other. parts of
the system can be fairly reliably inferred from the parts being monitored by indicators (e.g.,
models of the nation’s financial and economic systems and indicators of changes in these
systems). Regulation of key ingtitutions and other public policies may constrain the types of
system components that can develop and the nature of their interactions, lending predictability to
the system, if not efficiency.

Thetechnical, financial, socia, and legal elements of the health care delivery system, how
they interact, and how they are changing over time, are not fully documented nor fully
understood. Identifying alimited number of key indicators for monitoring the health care system
presents a significant analytic challenge, in addition to the challenge of data collection to support
the indicators. The diagnostic and predictive power of initialy identified health indicators may
be limited by the rapidity of system structural change and the degree of interdependence of
componentsin the health system. Because of the potential obsolescence of earlier/current models
of the “system,” indicators for the health care system need to be linked tightly to explanations --
provided by a strong and responsive nationally coordinated research capability.

In general, the measures identified in this study as “Primary” (see Chapter 4) are
considered to be unambiguous indicators of what and how the system is doing, but individually
provide little insight into why the system is performing that way. The primary indicator might be
viewed as providing the “headline.”  Without additional measures to tell the story, such
indicators could be misleading rather than insightful. One of the issues to be addressed in
individual indicator assessment is the extent to which a potential indicator is limited or
potentialy distortive. Researchers and policymakers may often need to obtain additional
information, including measures of other system factors.

2. Evaluation and Classification of Monitoring Indicators Requires
Consideration of the Purposes of Monitoring

The specification of indicators to be included in a national monitoring system dependsin
part on the purposes of the monitoring to be provided. Three distinct potential uses of a
monitoring system have been identified in our analysis:

§ U.S. Congress, Office of Technology Assessment, international Health Statistics. What the Numbers Mean for the United
States-Background Paper, OTA-BP-H-116 (Washington, DC: U.S. Government Printing Office, November 1993).
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¢ Monitoring System Status--'is expressly intended to pick up on changesin the system,
including changesin linkages between key components.

¢ Monitoring for Problems-is intended to generate user alerts to failures of the system to
perform as desired, or to new opportunities suggesting the need for change in some parts
of the system.

¢ Monitoring Program Performance—represents a system function directed at verifying
the achievement of a particular program’s stated objectives related to the population’s
health or the health care system, and specific outcomes anticipated as a result of actions
taken.

The monitoring of system status would involve tracking descriptive measures of system
components, including processes, and linkages between components to detect when the nature or
composition of key system components and linkages undergo significant change. In monitoring
system status, the user would be able to answer questions such as: What is the “system”? What
doesit look like now? How is that different from five years ago? This form of monitoring
would require alarger set of measures than is envisioned for the key indicator system.

In monitoring for problems, the emphasis on failures rather than good news does not
reflect a negative bias but a more sparing use of decision makers' attention through the standard
strategy of “exception reporting.” Monitoring for problems requires the identification of good
diagnostic and predictive measures of performance for different components of the system. This
requires linkage of health-related processes to outcomes. It also requires specification of
problem-threshold conditions to determine when measures fall outside the bounds of what is
acceptable and an aert iswarranted. This type of monitoring would answer questions such as:
How well is the system doing relative to expectations? Are there any significant problems?
Where are they? This form of monitoring is probably the one best addressed by the broad and
limited key indicator set envisioned by the KIWG.

Monitoring of program performancewill likely be of increasing interest to particular
programs within government agencies, concerned with monitoring their own performance and
those of contractors and grantees. It is probably the least applicable to the broader interests
addressed by this project effort. This type of monitoring would answer questions such as. How
effective has Policy X or Program Y been in achieving the stated goal or intended effect on the
targeted outcome and population? The set of measures or performance indicators for this
purpose are more detailed, numerous and program-focused. Measures used for this purpose
should ultimately be linked to broader monitoring measures.

The types of monitoring that should be provided by the system being designed and
developed by NCHS and others will largely depend on the intended users of the system, their
level of policy and problem focus, and corresponding information needs. In Chapter 3, we
discuss potential users of the monitoring system, and identify important components of the health
care system that should be monitored.
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CHAPTER 3:
THE FRAME WORK FOR EVALUATING AND CLASSIFYING INDICATORS INCLUDES
IDENTIFICATION OF SYSTEM USERS TO BE SUPPORTED AND ELEMENTS OF HEALTH
AND HEALTH CARE TO BE MONITORED.

The basic framework for
structuring @ monitoring SyStem /. - s imcaion? whas are the srengit sersusaasons?
should ideally address applica
tion-related issues including
identification of intended users,
their role in the hedth care
system, and key decisions that
the system would support.
Following the identification of
decisions to support, infor-
mation needs can beidentified,
and data sources eval uated.

This section of the report
discusses key groups of
potential users whose decision
making might be supported by
the indicator monitoring system.
A set of ten basic components
of health and health care that
would ideally be monitored to
provide support are then
described.  The ten system
components are then related to
the nine performance areas by NCHS at the start of the project.

L Key Potential Users of the Monitoring System include Policymakers, the
General Public, and Health Policy Resear chers, Each with Different Roles
but Many Shared Information Needs.

|dentification of needed indicators requires distinguishing among the information needs
of different potential users of the system. Three important potential user groups considered in
this anaysis are:

¢ Public Policy Makers—Wwho are probably the primary target for information support
provided by a national monitoring system. Good “intelligence” about the nation’s health
and health care system are critical to good policy.
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¢+ Members of the General Public-who make both private decisions affecting their own
use of the health care system, and who influence public policy that will affect the health
care system.

¢ Health and Health Services Researchers-who need to identify priority areas for future
work to document outcomes and processes and understand causes of system success and
failure, and may engage in efforts to verify relationships between system indicators and
the more detailed phenomenathey represent.

Each of these groups has a different set of key decisions, and corresponding information
needs that a national monitoring system might address. Since no single group has been identified
as the exclusive focus of monitoring system support, the discussion that follows identifies areas
of shared information needs in addition to important ones that are distinctive for each group.
Support of shared information needs provides alogical starting point for broader monitoring
system devel opment.

a Different User Groups Share the Need for Information Alerting the
Need for and Guiding Changes in Health Policy

Exhibit 2 presents a list of some of the key decisions that need to be made by usersin
each of the three broad groups described above. Theinitial set of itemsin each list imply a
common area of information needs across the three groups. These decisions generally address
users needs to be alerted to problems in the system, measured either in terms of poor health
outcomes across the population, or disparities and inefficiencies within the health care system.
To effectively address these problems with changes in policy, there is a corresponding need to
understand aspects of the health care system structure and dynamics related to the problems.

Common areas of need across user groups support decisions to determine one’'s position
on health policy issues, or change the focus of public attention on health-related problems. There
is a common need to inform others whose support is needed to address problems. Information is
needed by policymakers to identify what policies would be most effective.  Similar information
would provide voters with a basis for opinions, expressed in polls or other public forums
concerning good policy. Researchers findings in identified problem areas should help guide
policy decisions. Researchers also need information about health-related processes and outcomes
to evauate the effectiveness of implemented programs intended to produce changes.

b. User Groups Have Different Information Needs to Support Activities
Related to their Distinct Roles in the Health Care System.

Differences in information needs across the three groups generally relate to differencesin
the activities associated with the roles each play in the system. Policy makers determine policies
and thus need information to trigger and direct policy interventions including changesin laws
and regulations affecting health providers, payments, health care delivery and use of technology.
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POLICY MAKERS

Determine a position on health policy issues in
light of new information.

EXHIBIT 2
DecisioNs BY KEY POTENTIAL USERS
GENERAL PUBLIC

Determine a position on health issues in light
of new information

HEALTH RESEARCHERS

Pursue new research in areas where new
problems are identified.

Inform others of changes in the environment
and health system that warrant closer attention
or change in policy.

Persuade constituents or “ clients’ of the need
for change .

Inform others in the community of problems,
concerns and the need (if any) for change.

Identify areas where significant inequities are
indicated, for research into causes and possible
solutions.

Determine priorities or foci of agency
activities.

Vote for candidates based on their position
regarding health care policy direction and
level of public financial support.

Identify areas for research on system
inefficiencies, to explore causes and strategies
for reducing inefficiency.

Express opinions to polling organizations (and
other media organizations) regarding health
care policy direction and level of public
financial support.

Identify what policy measures might be
needed.

Change patterns of behavior affecting persona
(and familv's) health risk.

Examine linkages between problems addressed
within a particular subpopulation, across the
hedth care system.

~

Assess the impact of policy changes, such as
reimbursement mechanisms and regulation.

Review/modify regulations affecting private
industry policies and activities affecting
delivery and cost of hedlth care.

Change patterns of use of health care services
(including change in providers and places of
care).

Follow indicators over a sustained period of
time and statistically test accuracy and
reliability using system variables that indicator
is purported to be a “ leading”, “lagging” or
“coincident” measure of.

Review/Modify regulation of hedth
professions (including reporting
reguirements).

Follow indicators over time to test
effectiveness of public or private programs
purported to change health outcomes or hedlth
related factors linked to outcomes.

Review/Modify level of funding for a
particular health-related department, agency ot
program.

Determine authorization for a particular
agency program.
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Policy makers may need information specific to decisions about the continued authorization of
programs, program priorities and level of funding that maximizes the return on public
investment.

The genera public has a need for information to help inform individual decisions and
behavior affecting persona health risk and use of personal health care services. Information to
foster disease and injury prevention, or to enable more effective and efficient use of the health
care system has value at the individual level, and could trandate into significant changesin
health and health care utilization in the aggregate if effectively communicated to the general
public.

Information needs specific to the research community address scientific and
methodological issues including the testing of relationships between alternative indicators and
indicator definitions, and the outcomes of interest. This area of research information need, and
the more applied research questions described above, imply the need for good longitudinal data
describing population health and health care.

The information needs of each of these groups imply a need for both an understanding of
the health systems factors driving performance, and of measures of their performance. This
combination provides an awareness of decision points and insight about choices. The question to
be addressed next is. What system elements should be monitored?

2. Ten Basic Components Have Been Identified for Comprehensive Monitoring
of Health and Health Care

A framework that identifies a relatively robust set of criteria for classifying and
evaluating key monitoring indicators should both address the performance areas of interest to
targeted users, and elements of the system that are essential to measurement of health and health
care, regardless of future changes in factors such as markets, technology or health policy. In this
section of the report, we describe ten basic components of the health care system that we have
identified for monitoring.

The set of ten health system components to track health and health care includes the
population whose health status is the ultimate measure of system performance, the system of
personal health care services delivered, the public health services system, external environment
factors, and medical research and technology, affecting health and patterns of health services
utilization. The system components specifically identified by our analysis are:

¢ Population-referring to the entire U.S. population, persons in a particular public
program or private insurance program, or specific segments of the population such as
adolescent mothers. The demographic characteristics and health status of the population
influence the need of and demand for services provided by the health services system.
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¢ Public Health Services-involving assurance of public health and safety, including food
and water quality monitoring, infectious disease prevention and control, delivery of
prevention services, and public heath education to reduce population-based and
community-based health risks.

¢ Personal Health Service Utilization-measured in terms of the number and type of
clinical procedures performed for patients with a given diagnosis, type of provider, source
of payment and set of demographic characteristics.

¢ Health System Finance—determining how persona health care services, research and
construction, broader public health activities, and workforce requirements are paid for
and by whom. Alternative systems of finance and provider reimbursement create
differing incentives for both the utilization and provision of health care.

¢ Health Care Work Force-comprised of persons providing health care services and
conducting health research.  The workforce includes physicians, nurses, physician
assistants, nurse practitioners, certified nurse midwives, dental and allied health
professionals.

¢ Care Facilities/Service Settings—describing the physical locations where health care
services are provided, such as acute care hospitals, urgent care centers, ambulatory
surgical centers, physician offices, skilled nursing facilities, outpatient clinics, hospices,
and at home with home health care.

¢ Medical Research and Technology-referring to scientific and technological advances in
the field of medicine, providing greater understanding and capacity to diagnose and treat
specific diseases or medical conditions.

+ Physical/Natural Environment-influencing the health status of the population.
Exposure to physical, chemical or biological hazards that pose arisk of injury, infectious
disease, or increased risk of cancer or chronic disease, are a function of the physical
environment.

¢ Economic Environment-referring to economic factors associated with significant
differences in health risk including employment status, real income levels, and access to
care, affected by availability of health insurance coverage, through employment and
employer benefit policies.

¢ Policy/Regulatory Environment-shaping the structure of the health care system. The
policy environment primarily influences the health system through its control of public
programs and funding. The regulatory environment affects the system in terms of
insurance products that can be offered, pharmaceuticals and medical devices approved for
use, and the scope of permitted practice of different types of providers.

As shown in Exhibit 3, monitoring health and the health care system requires community
and population-based measures in addition to measures of plan and provider performance and
other elements that focus on the personal health care delivery system, which functions within a
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ExHIBIT 3

~ COMMUNITY N\

Population

Personal Health
Services

care and the outcomes associated with care. Individuals age, genetic risk factors, and behavioral
risk factors will influence health status and the need for services. To effectively target public
policy, it isimportant that a monitoring system be capable of reporting indicators of health status
by key population subgroups with particular vulnerability to disease and disability, or inadequate
access to appropriate care.

If improving and maintaining the nation’s health is the ultimate goa of health policy, a
monitoring system to support policy-making should include other “systems’ that influence
population health. This includes the physical and natural environment and economic conditions
in the community, as shown in Exhibit 4. Air, water and food safety, and exposure to other
hazards posing risk of injury and infectious disease are a function of the physical environment
confronting individualsin the community, over which they may havelittle control. Economic
conditions affecting individuals' income and employment status, and often insurance status, will
ultimately affect the health of individuals and their households.

The policy environment affecting the availability of social support programs can affect
individuals' need for and access to health care services. Changesin health policy through the
enactment of new regulatory measures, changes in program funding and level of regulatory
enforcement can influence virtually every element of the health care delivery system, including
health services utilization, finance, the health care work force and the facilities and settings in
which services are offered.

New developments in medical research and technology can improve the effectiveness
and efficiency of both public and private health services. The net effect of such changes should
be an improvement of the health status of the affected subpopulation, and changes in the delivery
or utilization of health care services.
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EXHIBIT 4

Economic
Environment

: Population
Physical /

Environment

Personal Health
Services

1)olicy/Regulatory R SUISY NS A— -.55553.3'.
Environment

Research &

Technology Finance

Workforce

Referring to Exhibit 5, the provision of public kealth services can significantly affect
population health risks, resulting from conditions in the surrounding physical environment,
including prevalence of preventable infectious disease, and the behavior of members of the
population. Reducing these risks can directly affect both population health status and the need
for and utilization of personal health care services.
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EXHIBIT 5

é COMMUNITY

Population

Personal Health
Services

Services

X

Each of the three user groups described above would likely be interested in having the
capacity for understanding both current system status and being alerted to problemsrelated to
three basic elements. Exhibit 6 provides examples of basic questions that policymakers, the
genera public and health care researcherswould all be likely to ask.

A review of thislist of questions demonstrates the close relationship between measures
for a given system component across monitoring functions. For persona health services
utilization, for example, system status would be indicated by the distribution of services currently
provided, by type of patient, provider and payer. Problem-alerting indicators in this area would
compare that distribution to some specified desired distribution to determine whether the range
of acceptable utilization patterns had been exceeded.

Thus similar indicators will be applicable across monitoring functions, but indicator
definitions and implied data requirements to support different functions will vary. Current
NCHS national data systems are best suited for the broader-based monitoring involved in
monitoring system status and a erts.

3. NCHS-Specified Areas for Monitoring Address Key Characteristics of
Population and Components Most Associated with Personal Health Care
Services.

This section of the report describes the relationship between these system components
and the nine performance areas specified by NCHS. Continued tracking of system components
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EXHIBIT 6
Health System System
Component Status System Alerts

Population How healthy are people? ‘What adverse health outcomes are
What are people doing that can we seeing?
affect their health?

Public Health What public health servicesare "What adverse and what positive

Services being provided? Where? How .outcomes are occurring with that
reliably? ilevel of service?

Personal Health
Service Utilization

What services are being used?
What service volume? What
diagnoses?

T"What services are being over-

yused? Under-used? By whom?

System Finance

Who is paying for the care
provided? What services are/are
not being paid for?

|"Are adverse outcomes resulting

from too little/too much coverage?
Is health care costing too much?

Health Care Work
Force

Who is providing the services?
Does work force capacity
correspond to service needs?

| Are adverse outcomes resulting

from current staff workload; staff
level (lack) of training; staff
supervision?

Regulatory System

Facilities/Service | Where are services being T Are adverse outcomes associated
Settings provided? Doesfacility capacity | with facility diversity; under-
correspond to use pattern? .capacity; over-capacity?
Research and What is the current focus and level |- What adverse outcomes are i
Technology of research activity? What isthe | , associated with misuse of new
rate of adoption of new medical -medical technology?
technology?
Physical/Natural Wheat level of health risk do What adverse health outcomes
Environment chemical and biological | haveresulted?
contaminants currently pose?
Economic What current economic conditions *| What adverse health outcomes
Environment can affect health and use of health | associated with economic
care? conditions and other factors
changing use of health care
services?
Political & What parts of the health care What adverse or positive outcomes

system are currently subject to
regulation?

What changesin legislation and
program funding have occurred
that can affect health and use of
health care?

have resulted from changesin the
law, level of public funding, level
of regulation and enforcement?
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provides a context for better interpreting changes in performance reflected in the key indicators.
In that way, key health indicators are analogous to key economic indicators, such as the rate of
unemployment, whose interpretation requires information describing related economic system
components such as average wage rates, affected industrial sectors and firm size.

Exhibit 7 shows the relationship between the nine monitoring areas specified by NCHS
and the ten basic system components identified for the broader monitoring framework. The
priority areas identified by NCHS potentially involve most of the ten identified components of
the system, as indicated by the light shading in Exhibit 7. Much of the recent policy discussion
involving health reform, however, focused on measures of persona health services and, to a
lesser extent, population health status. The proposed primary indicators identified to support
monitoring in the NCHS-specified performance areas also focus primarily on measures of health
status and personal health services.

The short-term focus of monitoring on areas most directly tied to personal health care
delivery and the terms of the health care debate is useful in limiting the scope of effort and
focusing near-term monitoring system implementation. In Chapter 4, the performance areas
identified7by NCHS are described further, and proposed primary indicators for each area are
presented.

7 As discussed earlier in Chapter 3, the system components included in our framework but not addressed within the scope of
this anaysis can have a significant impact on health status, service utilization, and expenditures as well as other key
performance areas. Consideration of these additional system components and next steps for indicator development and
evaluation in these areas can be addressed within later KIWG and DHHS Advisory Group processes.
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ExHIBIT 7

RELATIONSHIP BETWEEN SYSTEM COMPONENTS AND MONITORED CHARACTERISTICS

Components Involved

Areas to
M onitor

Performance

Population

Health -
Status

Public
Perceptions

Access
to Care

Services
Utilization

Health
Insurance

APUblic ‘ Personal -
Health | Heath | SYStem ‘Trealth Care

Services Services Fi nance, WOrkforce‘

Facilities/
Settings

Policy/
Regulatory
] Environment

Research &
‘Technology

Physical Econemic
Environment | Environment

Health
Spending

Quality
Outcomes

Consumer
Satisfaction

Provider
Behavior

Primary Focus of NCHS Project

Other Contributing Factors
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CHAPTER 4:

LEWIN- VHI ANALYSIS OF SELECTED INDICATORS WITHIN NCHS IDENTIFIED
PERFORMANCE AREAS

A. LEWIN-VHI DeTAILED ANALYSIS FOCUSES ON NCHS-SPECIFIED MONITORING AREAS
AND INDICATORS OF POPULATION HEALTH AND CARE ASSOCIATED WITH PERSONAL
HEALTH SERVICES.

. At an earl y gage I n the Whai nr:-i::dirmm\'? What wre rln" strerigths versus Umitation
proJ ect N CH S | dentl fl ed What ase the pespeses of monitoring

severa performance areas of
primary interest for indicator
development and monitoring.
Much of the widely publicized
debate surrounding national
health reform involved issues
in these areas.  Thisfocus
reflects the importance of
these factorsin evaluating the
need for and success of health
care reform. In the discussion
that follows we provide an
overview of each performance
area, including the general
definition applied to each, and
the rationale for its inclusion
as a primary area for
monitoring. This discussion is
followed by presentation of the
list of primary indicators
identified for monitoring in
these aress.

The performance areas discussed are: Health Status; Public Perception; Access to Care,
Utilization of Services; Quality and Outcomes of Care; Consumer Satisfaction; Health Insurance;
Health Expenditures; and Provider Behavior and Attitudes. Asnoted in earlier discussions, most
of these performance areas are interdependent. Although we have assigned indicators specific to
one of these areas, for purposes of presentation, the indicators discussed are often relevant to
other areas as well.
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L Monitoring the Nation’s Health Status

Monitoring health status is perhaps the single most important part of national health and
health system performance monitoring. Measures of health status can apply either to the entire
population or subgroups based on geographic regions, racial and ethnic subgroups, gender and
age groups and other specia characteristics that correspond to specia health concerns.

Measures of health status provide a “bottom line” indication of the need for and effect of
policy changes, and a context for changes in other areas, such as access and quality of care.
Tracking health status in parallel with health care utilization and cost (with disaggregation by
subpopulation) would provide a useful pairing of outputs to track changes in resource allocation
with gross measures of impact on population health status. Such tracking could highlight
differences in levels of health between subpopulations that may indicate inadequacies in access
to services, or a need for greater public health education. To understand why changes in service
utilization and other resource use are associated with particular changes in population health
status, an indicator-linked research capability is needed.

This area of monitoring applies to both the system status questions and the problem
identification function. Since affecting health status is the ultimate goal of the health care system,
measures in this area a so indicate ultimate system performance. Health status is influenced by
factors both within the persona health care system (e.g., timely delivery of needed services) and
outsideit (e.g., water quality), so direct measures of health status can capture changes in both.
Thus, health status is listed as a characteristic of population and a measure of the effectiveness of
public health services in reducing avoidable community-based health risks. As shown in Exhibit
8, health status indicators would include measures of health risk behaviors, mortality rates, direct
health status measures such as years of heathy life, and disability rates.

2. Public Perception of the Health Care System

Public Perception of the health care system reflects the general public’s satisfaction with
the health care system as a whole, and not one service provider or financing mechanism in
particular. Itislikely however, that individuals' judgments of the system will beinfluenced by
their own experiences. In addition to reflecting the public’s satisfaction, measuresin this area are
indicative of how the public will vote on health care issues, i.e. what policiesthey will support
and what sorts of policiesthey would like to see developed.

Tracking public perceptions of the health care system can provide very helpful
information to policymakers. Members of the Executive and Legisative branches of the
government need to understand what voters want, and how to craft proposals to address those
needs and interests. In defining measures of “public” perception, the population whose opinions
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ExHIBIT 8
PROPOSED PRIMARY INDICATORS IN AREAS TO BE MONITORED

Paf:;nasmce Components Readily Measured
to be Monitored Population Personal Health Services System Finance
Health Status ¢ Yeasof Hedthy Life

¢ Premature Chronic Disease mortality
¢ Percentage of population who are
smokers

¢ Percentage of populaion who are
obese

¢ Percentage of population with
excessive acohol consumption

¢ Percentage of population reporting
regular seat belt use
¢ Perinatal mortality

e Infant mortality

Low birth weight

Mortality rates by age group, by cause
Disability rate use composite index

< | & o

Public Perception Consumer confidence that if they or a
member of their family becameill,
they would receive appropriate care

¢ Percentage of population who feel that

US is spending too much on health

care
Access ¢ Percentage of population with regular | ¢ Mix of available health professionals | ¢ Distribution of population by primary
source of primary care relative to a “best practice” standard source of coverage

¢ Adult screening rate for cancer,
diabetes, hypertension (relative to
age/sex appropriate target)
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EXHIBIT 8 (CONTINUED)

PROPOSED PRIMARY INDICATORS IN AREAS TO BE MONITORED

Performance Components Readily Measured
Areas
to be Monitored Population Personal Health Services System Finance
Utilization o Utilization of primary services

(relative to target levels)

o Utilization of preventive services
(relativetotarget levels)

+ Rate of “avoidable” hospitalizations

+  Percent of Emergency Room visitsfor
non urgent reasons

Quality Outcomes ¢ Perinatal mortality

+ Infant mortality

Mortality rates by age group, by cause

+ Rateof pharmaceutical and other
technological innovation

+ Hogpita patient mortality rate by age
group

Consumer
Satisfaction

Percentage of population willing to
recommend their current health plan
to friends and family

Percentage of population more
satisfied with current plan than those
available in past

I nsurance

Percentage of population with health
insurance coverage

Extent of covered servicesrelativeto
set standard
Newly enrolled in Medicaid

Health Spending

Out-of-pocket spending as a
percentage of disposable income-
acute care

Out-of-pocket spending as a
percentage of disposable income-
long term care

Percentage of Americans who had
problems paying medica hills last
year

National health spending asa
percentage of GDP
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will be sampled must be representative of the general public, the data must be collected in avery
timely fashion since public opinions can change quite dramatically in relatively short periods of
time. The definition of the “system” presented to the interviewee should be multidimensional to
minimize biases in response. Finally, surveys to gauge public perceptions should be replicated to
assure that opinions sampled are representative. Referring to Exhibit 8, key indicators of public
perception include assessments of public confidence in the quality and access to appropriate care,
and assessment of whether too much money is spent on health care.

3. Monitoring Accessto Health Care Services

To understand the level and pattern of utilization of persona health services among
different subpopulations it is critical to monitor their access to services. According to the
Institute of Medicine, access to care refers to the timely use of personal services to achieve the
best possible health outcomes. Lack of access means fewer people use fewer heath services and
have worse outcomes. According to a study of access to care by the Robert Wood Johnson
foundation,® lack of access can result from economic barriers, supply and distributional barriers,
and sociocultural barriers. In thisanalysis, access to services refers to the availability and
acceptability of carefor agiven subpopulation.

Policy makers clearly need to account for population access to care when examining the
Impact of health care reform policies, particularly if those policies are aimed primarily at
economic barriers to care. Limited access to appropriate services may also explain what would
otherwise be viewed asinappropriate utilization of the range of potentially available services. For
example, higher rates of inpatient hospital services may result from alack of alternativesin less
acute and less costly settings. Direct measures of access would include measures of usual source
of care. Indirect measures would include rates of avoidable hospitalizations, selected mortality
rates, low birth weight and immunization rates. Some of these indicators also apply to utilization
of services, whichislinked to accessto care.

4, Monitoring Utilization of Services

The utilization of servicesisthe most basic characteristic of personal health servicesto be
monitored. Utilization can be generally defined in terms of the frequency and duration of contact
with the personal health services system, and is typically measured in units such as days of care,
number of clinical procedures, and units of prescribed medication used to treat a diagnosed
condition. Utilization is generally distinguished in terms of typical insurance claim information,
including type of care provider, the care setting, purpose of the visit (diagnosis), the frequency
and duration of care, and basic demographic characteristics of the patient.

8 See Appendix C for a complete bibliography.
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Tracking changes in utilization will address questions about what the persona health
services system is providing to whom, and shiftsin patterns of services and care settings over
time, as a result of changes in public policy or private market forces. Comparison of actual
utilization patternsto desired levels, based on a defined model of appropriate care utilization,
would enable a monitoring system to alert system users to problems (e.g., inefficiencies or
inequities) in the care delivery system for particular types of care, or particular subpopulations.
As shown in Exhibit 8, key indicators for this area include process measures of service
utilization relative to expected patterns of appropriate use and outcome measures indicating
(in)efficient delivery of care, such as avoidable hospitalizations.

5. Monitoring Quality and Outcomes of Care

Another important characteristic of the personal health services delivery system is its
performance in terms of the quality and outcomes of care. Indeed, as health systems engage in
continued cost-cutting to remain cost-competitivein aggressive “ managed care” markets, close
monitoring of quality becomes critical. Since patient satisfaction, an important dimension of
quality, is being treated here as a monitoring area in its own right, quality and outcomes of care
therefore, focus on key inputs, processes and outcomes of the care being provided.

Key inputs to care include adequate numbers of appropriately trained and experienced
staff, use of the drugs and devises recommended for treatment, and well-maintained facilities and
equipment. Process components indicative of quality include consistent use of up-to-date
clinical guidelines, timely administration of drugs and procedures, adequate and consistent
supervision of staff and regular internal case review.

Outcomes of care indicating quality include infection rates, re-admission rates, mortality
and disability rates, recovery rates and average length of stay. Outcomes generally need to be
risk-adjusted to reflect expected rates given the age other demographic and pre-existing health
status of patients.

At a national and state level, quality and outcomes represent an important area for
monitoring to assure that the public generally does not experience increased health risk as a result
of the rapid changes occurring in the health care system, and to identify and address areas where
problems may exist. Monitoring quality using the same indicators across states pursuing different
approaches to health care reform would facilitate comparison of the impact of public policies and
private initiatives, for a better understanding of “ what works.” The short list of quality indicators
in this analysis includes infant and adult mortality rates by age and by cause, the introduction of
new technology, and mortality rates by provider type.
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6. Monitoring Consumer Satisfaction

Consumer satisfaction provides a subjective, but easily obtained measure of quality.
Consumer satisfaction is based on an individua’s cognitive evaluation and emotional reaction to
structure (such as access, convenience, and financing), process (such as the provider's
interpersonal manner), and outcomes of health services received through a particular plan or
provider. In gathering consumer satisfaction information, it is very important to have specific
areas to be examined that are not easily manipulated in terms of reporting, and some degree of
standardization to permit comparisons.

Gaining the trust and satisfaction of consumersisa prerequisite for providing quality care
and achieving health care goals. This is because the consumer’ s satisfaction influences his or her
decision to follow prescribed treatments and to seek professiona health care in the future.
Consumer satisfaction measures permit comparisons as broad as across countries and as narrow
aswithin hospital departments.

7. Monitoring Health Insurance

The primary means of payment for health care services is through third party payments
available through health insurance coverage. Health insurance can be provided through the
government, an employer, or purchased directly by the beneficiary from an insurance company.
Health insurance varies by the services covered and cost-sharing requirements. To adequately
understand the level of coverage held by the population, not only the existence of coverage needs
to be measured, but the level of coverage.

The lack of health insurance coverage among forty million Americans was one of the
central themesin the health reform debate last year. Tracking health insurance receipt and the
level of coverage are key components to understanding the incentives faced by consumersin
obtaining health care services. Those without health insurance are less likely to use health care
services. When the uninsured do use services the costs are often shifted to those who do have
health insurance in the form of higher charges. Types of health insurance coverage or
reimbursement systems also influence the nature of the delivery system as well as the use of
health care services. As shown in Exhibit 8, indicators included in the primary set are the
percentage of population with insurance coverage, extent of coverage available, and change in
popul ation covered by Medicaid.

8. Health Expenditures
Health expenditures refer to the amount of money spent on medical care over a period of

time. Health expenditures can be broken down into types of services, costs of diseases or other
conditions, by provider types, sources of payment, etc. Expenditures expressed as a percentage of
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Gross Domestic Product (GDP) provide ameasure of the relative level of resources devoted to
health over time.

Increasing health expenditures have been identified as amajor concern for government
and businesses. Tracking health expenditures can provide a means of determining how resources
and the burden of paying for the care are alocated. Health expenditures in combination with
measures of health status and utilization could be used to assess whether costs are in aignment
with process and outcomes of the system. As shown in Exhibit 8, proposed primary measures of
National health spending include the population’s out-of-pocket spending for care, and National
health spending as a percentage of GDP.

0. Provider Behavior and Attitudes

Provider behavior and attitudes in response to the health care system and their own
personal circumstances, can influence both the effectiveness of policy interventions and the
quality of care provided. Measures of provider behavior could include the number of lab tests
ordered or the number of office visits for an episode of care. These types of measure overlap
considerably with process-oriented measures of quality of care and service utilization, but could
be focused on specific individual or groups of providers. Measures of provider behavior require
established benchmarks against which to judge actions. They also require objective means for
obtaining measure of behavior, including not providing services. Measures of provider attitudes
can supplement process-oriented measure by indicating how satisfied providers are with the care
they are providing and the environment in which they operate.

Measures of provider behavior and attitudes can serve as indicators of quality of care in
the absence of (or in addition to) reliable outcomes data. A systematic measurement of the
opinions of those who deliver care and have the greatest technical expertise would provide
policymakers and network administrators with valuable information about how providers
respond to different aspects of the health care system. This area of monitoring has not been
addressed directly in our analysis. It has been identified by NCHS as an area for future work.
However, a number of the proposed key indicators of access and quality would have relevance to
provider behavior and attitude.

Although indicators listed in Exhibit 8 are presented according to the performance area
for which they provide most support, most of the primary indicatorsidentified in our analysis had
relevance to more than one of the areas of interest. In Appendix A each of the indicators on the
primary list is considered in application to each of the other relevant areas. In this chapter an
overview of each indicator is provided, and the discussion focuses on the primary monitoring
areafor which the indicator is proposed.
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B. EVALUATION OF THE PRIMARY INDICATORS FOR IDENTIFIED MONITORING AREAS
INCLUDES ASSESSMENT OF INDICATOR QUALITY AND DATA AVAILABILITY.

This section of the report provides an overview of our evaluation of the primary
indicators delineated in Exhibit 8 in relation t f the health system identified
by NCHS. These areas are: Health R
Status, Public Perception, Access to
Care, Services Utilization, Quality
and Outcomes of Care, Consumer
Satisfaction, Health Insurance, and
Health Expenditures. The anaysisis |:
presented in terms of narrative |
abstracts of the key evaluation |
findings and limitations of the
primary indicators, and summary
tables of the evaluation of indicators
for each performance area.

In the discussion that
follows, we present the criteria used
to assess the proposed key
indicators. This is followed by eight
sections  corresponding to  the
performance areas we analyzed.
Each of these sections contains the
analysis and summary table for the
related primary indicators.

L Evaluation Criteria for Indicators Focus on the Nature of the Data that
would be used, the Relationship of the Indicator to the Area of M easurement,
Indicator Credibility and Data Availability

The original scope of work for this project called for evaluating indicators in the specified
serformance areasfor thefollowing:

¢ Theavailability of theindicators from NCHS data systems;
¢ Theobserved variability of the measure over time;

¢ Theextent to which the measure may change in response to health system changes; and
.

The degree to which the proposed indicator and data elements have been tested, validated,
accepted, and found to be interpretablein current or past surveys.
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Based on these initial criteria and the shift in focus of the project toward broader
monitoring than health reform, we developed a specific set of factors that define our approach to
evaluation of the primary indicators. This analytic approach seeks to assess whether each of the
indicators meets the requirements of NCHS in measuring health system and health status
changes. For each indicator we examined:

¢ The nature of the indicator—addressing whether the data collected for the indicator is
considered objective or subjective.

¢ Relationship of the indicator to the primary area of measurement-to address whether
the relationship between the indicator and the area of performance isdirect or indirect,
and whether the indicator is an input into, aresult of, or correlated with changesin the
area of performance. This evauation also. considers whether changes in the indicator are
likely to reflect changes in the area of performance in the short term (e.g., within an
annual data collection cycle), or whether alonger time frame is needed to observe
changes.

+ The credibility of the indicator-to assess what the indicator measures and whether there
is demonstrated variability in the indicator in response to changes in the health care
system. This dimension of evaluation includes whether the indicator captures primary
changesin or secondary effects on the area of performance.

+ The availability of the indicator-to address whether NCHS data systems currently
provide or could readily collect data for the indicator and if not, whether the data is
available from non-NCHS sources. This criteriais important in the pragmatic use of
indicators and the need for timely access to information when making policy decision.

The nature of the data for the indicator is designated as either subjective or objective.
Indicators have been designated as objective where data elements can be observed or measured
with an interval or ordinal scale. Those categorized as subjective have data elements that contain
a substantial judgmental component, that may change over time and thus may be less replicable
(e.g., opinions on satisfaction with the health system).

Some indicators provide a measurement that is relative to a benchmark or defined in
metrics that can shift over time. For example, the accepted standards for conditions such as
obesity and disability may vary due to technological innovation or changesin societal norms. For
the purposes of the anaysis presented in the summary tables, it is assumed that indicator
definitions would not change over time. However, an asterisk (*) has been used to flag indicators
for which definitions might shift over time.
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2. The Relationship Between Indicator and Performance Area Was Examined
in Several Ways.

The relationship of the indicator to the primary area of measurement was assessed

through three categories:

¢

Direct or indirect is used to determine whether or not the indicator is atrue proxy for the
primary area it measures or is less closely correlated. For example, a direct indicator for
health status would be disability level. An indirect indicator would be risky behaviors,
such as smoking, obesity, and seat belt use.

The classification of an indicator as a contributor to, consequence of, or correlated with
the area of performance measured designates whether changes in the indicators lead to,
result from, or are associated with changes registered in the primary area of measurement.
It should be noted that indicators that are described as correlated with the area are
considered not to have a direct functiona relationship to the indicator, but are indirectly
related to movementsin the area of performance considered.

Short term versus long zerm refers to the length of time between change in the indicator
and change in the area of performance. Short term refers to changes expected be reflected
within a period of one year or less.

The credibility of the indicator as a measurement of the primary areais assessed for the

three categories described below with a response scale of high, moderate, or low and a
designation of whether or not testing has been conducted for the indicator’ s ability to register
changes in the primary area of measurement. For each category, a. moderate rating has been
assigned where variability in subpopulations considered may cause differences in the quality of
the indicator as a measurement of the primary performance area. Thus, moderate indicators might
be strong measures for certain populations but weaker measures for other subgroups. The three
categories described bel ow are used to measure credibility.

¢

The validity of the indicator refers to the capability of the measure’'s data elements to
accurately register changes in the primary area of measurement (e.g., minimal problems
with response bias, data entry errors, vague gquestions on survey, etc.). The basic question
posed is whether the indicator actually measures what it purports to measure. In our
analysis, the indicators proposed have often been applied to measure something other
than the performance area of interest here. Our assessment of validity therefore, refersto
face validity.

The sensitivity of the indicator refers to the consistency and responsiveness of the data
element or measure in registering changes in the primary area of measurement. That is, a
changein the primary areawould cause asimilar change in the indicator.

The sufficiency of the indicator refersto its ability to capture the most relevant and
meaningful factorsthat are required to tell acomplete “story” about the relationship of the
primary areato the “system.” |Is the indicator a primary driving force for changes in the
area of performance or isit one of anumber of factors affecting performance in this area?
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Testing refers to an overall evaluation across al three categories, of the indicators
credibility as a measurement of the primary area. Indicators whose data elements are not distinct
from the area being measured were not considered applicable for evaluation and marked as
“N/A” accordingly. For example, testing for the credibility of utilization of preventive services
relative to target levelsin measuring utilization is designated as N/A, because the data element
“utilization of preventive services’ isitself the area being measured.

It should be noted that the assessment of testing in these summary tables refers only to
evaluations that have been conducted to assess the validity of theindicator as a measure of the
primary areas. Appendix A provides information about whether testing specific to the data
elements of the indicator has been conducted (e.g., testing of response scales and item groupings
used in satisfaction measures.

The availability of the indicator through NCHS data sources refers to the relative
availability of indicator data in current NCHS data systems. High availability signifies that data
are currently routinely collected on the indicator in a NCHS data source. Moderate availability
signifiesthat an NCHS survey exists that could serve as a potentia vehicle for data collection,
but the information is currently not gathered. Low availability means that neither a current nor
obvious potential NCHS vehicle for data collection on the measure has been identified. Low
availability indicators that might be supported by data collected by non-NCHS surveys are noted
by the symbol **, to direct the reader to more detailed information in Appendix A.

Each of the tables that follow captures summary information about indicator
measurement type, the relationship of the indicators to their primary areas of measurement, and
indicator quality. The discussion that follows is structured so that the assessment of indicatorsin
each of the monitoring areas can be referred to independently of others.

3. The Analysis that Follows is Based on Presently Used Versions of Surveys
Such asthe NHI S, and Not On Versions Being Designed to Provide Greater
Coverage of Key Subpopulations and New Areas of I nformation.

In the narratives that follow we note that indicators for narrowly defined subpopulations
(e.g., subgroups within the U.S. Hispanic population) generally cannot be supported by the
National Health Interview Study (NHIS) or the Behavioral Risk Factor Surveillance System
(BRFSS) versions being used at the time of our analysis. Although NHIS alows disaggregation
by major racia categories, it currently does not allow for further disaggregation. A few things
should be noted, however.

The NHIS is currently in the state of transition. Changes being madein thissurvey are
expected to result in greater periodic@; different variables will be included; there ‘will be greater
geographic resolution and more demographic subgroups will be distinguished. But the
identification of subgroups within a data collection instrument doesn’t necessarily mean that
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disaggregation of the data and development for that subpopulation sample is appropriate. Some
groups are likely to be small enough that sample observations within that “cell” will be too few
to permit reliable estimates.

The small sample-size problems for certain subpopulations will also be true for state-
level estimates (e.g., BRFSS) of subpopulations. In these instances, pooling strategies, for
example, using data for the same population observed over time, should provide a means of
tracking subpopulation status, and changes in key indicators.

4, Overview and Assessment of Proposed Primary Indicators in the NCHS-
|dentified Areasfor Monitoring.

The subchapters that follow provide synopses of the primary indicators identified in this
study. For each indicator the discussion identifies the system component that the indicator
measures referring to the ten components identified in Chapter 3. The type of component and
monitoring are italicized. We then discuss what changes in the measure mean and describes
potentially important limitations in information value for monitoring system users for whom the
indicator isidentified as particularly meaningful. Consistent with the earlier discussion in
Chapter 2, three major user groups are considered: policymakers, the public, and health
researchers.

a Performance Area: Population Health Status

Referring to Exhibit 9, below, three of the indicators for health status can be classified as
behavioral risk factor measures. The magjority of positive health effects resulting from current
reductions in smoking prevalence, for example, will occur many years in the future, in the form
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about changes in smoking prevalence over time can inform policy decisions regarding, for of
reduced morbidity and mortality from smoking-related illnesses. Clearly, many factors other than
those listed among Exhibit 9 (e.g., smoking, excess weight, alcohol consumption, and regular
seat belt use) also effect health status. For example, factors outside the health care system such as
environmental, economic, and genetic factors, and factors inside the system such as access to
care and technological innovation. The four behavioral risk factor measures listed below will not,
even taken together, predict changes in overal health status. Nevertheless, each of them
represents a well-established behavioral link to health status, and each is more actionable for
policy-makers than any general health status measure. Each of the indicators presented in Exhibit
10 are discussed in the sections that follow.

I, Health Status Indicator: Percentage of population who are
smokers

Smoking prevalence is fundamentally a descriptive system status indicator, representing
an important behaviora “input” into the health system that directly affects the health status of the
population. Smoking has been linked to a greater prevalence of certain diseases. Observed
changes in smoking prevalence are directly actionable, particularly for policymakers. Information
about changes in smoking prevaence over time can inform policy decisions regarding, for
example, tobacco tax legisation and education and outreach programs. It can also serve asa
signal to those in the population who are in positions to effect change. For example, if an
increase in smoking is seen among children, then school systems may make an effort to control
smoking around the schoals.

The National Health Interview Survey (NHIS) currently collects these data nationally at
regular, although not annual, intervals.

The Behaviora Risk Factor Surveillance System (BRFSS) collects smilar data at the
state level, at frequent time intervals. The potential limitation of this system is that rates cannot
always be reliably disaggregated at the state level by age, race, and sex, if the total state
population is relatively small. In addition, before 1994, not every state participated in the system,
hampering retrospective analysis at the state level. Data are also subject to somewhat greater
response bias than in the NHIS, due to the use of telephone interviews.

. Health Status Indicator: Percentage of population who are
overweight

The proportion of the population who are overweight is fundamentally a system status
indicator, representing a factor that directly affects the health status of the population. Obesity
has been associated with a variety of health conditions. Information on the proportion of the
population that is overweight can be used by members of the public, to inform them of atrend
and encourage a healthy lifestyle; be used by public policymakers, as an aert for health
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promotion efforts and instruction regarding where such efforts would be best targeted, and
researchers to conduct further research to explain the phenomenon.

Overweight prevalence data is collected at the national level through the NHIS, and less
frequently through the NHANES. It is regularly collected at the state level through the
Behavioral Risk Factor Surveillance System (BRFSS). The NHANES would be expected to
provide the most accurate measurement because an individual’s weight is measured at the time of
the survey.

iii. Health Status Indicator: Percentage of population with
excessive alcohol consumption

The proportion of the population with excessive alcohol consumption, particularly when
examined by age group and relative chronicity of the behavior, is another system status indicator.
The prevalence of alcohol abuse affects the overall health status of the population. Although
moderate alcohol consumption may have beneficial effects, excessive alcohol consumption has
been shown to increase disease rates. Data on excessive acohol consumption, especially among
young people, provides information about an potential future health status. Such information can
be used by members of the public, to be informed of trends and encourage a healthy lifestyle;
public policymakers as an alert for health promotion efforts and instruction regarding where such
efforts would be best targeted; and researchers to conduct further research to explain the
phenomenon.

Relevant data are collected at the national level, although not regularly. Efforts tend to
focus an adolescents and young adults.

Iv. Health Status Indicator: Percentage of population reporting
regular seat belt use

The proportion of the population who report regular seatbelt use is a system status
indicator, representing another “input” to the health system that potentially could affect the health
status of the population. Such information is useful for public education (e.g., on the
effectiveness of seat belt laws), but probably most important for policymakers. For example, data
on seat belt use habits of younger drivers, who are most likely to have accidents, can identify the
need for education or enforcement.

NHIS collects these data nationally at regular, athough not annual, intervals. BRFSS
collects similar data at the state level, at frequent time intervals. However, before 1994, not every
state participated in the system, hampering retrospective analysis at the state level. Seat belt use
data may be more vulnerable to respondent motivational bias than data for other questions on the
BRFSS. Many states have seat belt laws, so that truthful answers for some people would require
them to admit, over the telephone to a state official, to having broken the law.
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v. Health Status Indicator: Infant Mortality Rate

Infant mortality, defined as deaths to infants before their first birthday, is an important
health status or problem indicator for communities. The infant mortality rate is often seen as the
best single indicator of the health status of a population, since it focuses on those who are most
vulnerable to life-shortening iliness. Accessto and proper use of prenatal care, the general health
status and behaviora characteristics of the mother, the quality of care received by the mother and
the newborn, and the environment in which newborn is cared for are al factors affecting infant
mortality. Increasing infant mortality rates in a population aerts policymakers that thereisa
problem in one or more of these areas, and is a signa to researchers to investigate further. Such
information is not directly actionable for policymakers without more detailed information about
the cause; however, policy responses are generally directed at increasing the proper and timely
use of personal health care.

An obvious advantage to using infant mortality data are their wide availability. NCHS
systems collect these data from birth certificates from the States. It is the one health statistic that
can be used for international comparisons of health status in addition to national and regional
analysis. Since data come from birth certificates, they are aso not subject to sampling error
although care must till be used in interpreting changes where a small number of deathsis
involved.

Nevertheless, infant mortality is a blunt instrument. Like other mortality measures, it is
only an indirect measure of health status, and does not take non-fatal morbidity or disability into
account. It is also focused on a very specific segment of the population that is not representative
of the rest. While infant mortality measures may provide a more sensitive warning signal, other
measures will better represent the health status of the entire population.

Vi. Health Status Indicator: Perinatal Mortality Rate

Perinatal mortality is defined as deaths among late-term fetuses and newborns (see
Appendix A, Table A for precise definitions). Perinatal death is primarily an indicator of the
health status of the mother. Problems with access to prenatal care and the quality of prenatal and
obstetric care received contribute to perinatal mortality, although it is difficult to separate these
effects using standard mortality data. For policymakers, perinatal mortality data serve primarily
as problem alerts, usualy to point out health status differences between women of various
subpopulations (e.g., by race or income subgroup). Changes can signal the need for delivery
system changes, or for outreach to disadvantaged groups. It islikely, however, that policymakers
would need more information than thisindicator provides. Thus, changesin the indicator also
serve as asignal for researchers to do further research (e.g., with linked birth and death records
from NCHS). Perinatal mortality statistics can be compiled from datafrom the National Vital
Statistics system, which collects data on fetal deaths as well as infant deaths. Using perinatal
mortality data carries the same advantages and limitations discussed for infant mortality data.
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vii.  Health Status Indicator: Rate of Low-Weight Births

Unlike infant mortality, low birth weight (defined as live births where birthweight is less
than 2500 grams) is an outcome specific to the care the mother received prior to giving birth and
behaviors (i.e., smoking) linked to low birth weight. Incidence of low birth weight is often seen
as an indicator of the quality of prenatal care, or of access to and use of such care. It is, however,
most readily an indicator of health status, and potential problems for two distinct populations:
mothers and infants.

Generally speaking, low birth weight is a coincident indicator of poor health status of the
mother, and captures health effects that infant mortality statistics do not. Thisisincreasingly
important as technology increases survival rates of even very premature infants. Such
information is useful to policymakers who are interested more specifically in programs and
policies affecting health care delivery to pregnant women and other women of childbearing age.

Low hirth weight is also a strong predictor of future health problems for the infant, both
in the near term (e.g., neonatal intensive care, more frequent infections) and long term (e.q.,
higher likelihood of physical, developmental, and behavioral disabilities). Changesin this
indicator can alert policymakers to possible future health status effects, and their implications for
utilization and expenditures as well.

As an indicator of the quality of prenatal care, infant mortality rates will only serve as a
reliable indicator of quality if they are adequately risk-adjusted. Risk adjustment of outcome
measures such as cost and quality generally refers to the accounting for higher rates of utilization
and poorer outcomes that may be associated with certain demographic groups, because of poorer
health status associated with age, poverty, pre-existing health conditions, and sometimes
genetically-linked disease risk factors.

Like infant mortality data, data on birth weight are collected from birth certificates. Most
important among the limitations that exist for using data on low birth weight is the current time
lag between collection and publication. If policymakers are to respond to changes in health status
(and, implicitly, to factors that affect health status, such as adeguate access), they need to have
this information more quickly than it is currently reported (Institute of Medicine, Access to
Health Carein America, National Academy Press, 1993).

viii. Health Status Indicator: Mortality rates by age group, by
socio-economic statusand by cause

Mortality rates among the genera population begin to address some of the shortcomings
of infant mortality data. Data cover the entire population, allowing a broader and more
representative look at health status of the population. Like the infant mortality rates just
described, mortality rates generally serve as problem alerts to policymakers about the health
status of the population and its subpopulations. Disaggregation by ageis essential for meaningful
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comparisons, and comparisons by socio-economic status and cause provide information
policymakers and the public about the relative risks that various groups face. Such comparisons
can also signal the need for more research.

Mortality statistics are, however, only indirect measures of health status. Like infant
mortality data, they do not account for quality of life. They should not be over-interpreted,
especially with respect to their ability to describe the overall well-being of populations. The
National Vital Statistics System compiles mortality datafrom the death certificates of all fifty
states and the District of Columbia. Statistically, since survey data are not used in compiling
mortality statistics, sampling error is not a concern. However, disaggregation by cause of death
can result in unreliable death rates for infrequent causes of death (e.g., when number of death C
100)—a concern when disaggregating by several other variables at the same time (MV SR,
NCHS, December 18, 1994).

IX. Health Status Indicator: Disability rate composite index by
age

Therate of disability in apopulation isadirect measure of that population health status.
One way to define a composite index of disability is as the percentage of the population with
various levels of limitation, for example, using a standard set of definitions such asthe Activities
of Daily Living (ADLs) due to chronic conditions (see Appendix A, Table A for precise
definitions, originally described as an objective of Healthy People 2000). Combined with
mortality data, this disability measure provides a more complete picture of health status
particularly among the elderly, and can serve to alert policymakers to health status trends that
may require policy action. Data on disability are collected annually through the National Health
Interview Survey.

X Health Status Indicator: Years of healthy life, Years of
unhealthy life

The number of years of healthy life is a comprehensive measure of health status
developed by NCHS to measure the health status of the population, incorporating information on
guality of life as well as mortality. The measure provides information not only about life
expectancy, but about the quality of that life. It helpsto answer the question, “ Are we staying
healthier longer?” Combined with its countermeasure, years of unhealthy life, it helps to answer
the question, “ Are we spending alarger proportion of our lives as healthy?’ As compared to
national spending on health care, such ameasure can aso help answer the question “ What are we
buying?’ Such ameasureis acritical system status measure of the most relevant population
characterigtic.

The methodology for computing years of healthy life combines mortality data (to estimate
life expectancy) collected from the Nationad Vital Statistics System (NV SS) with self-perceived
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health status data from the National Health Interview Survey (NHIS) and reported disability, in
terms of limitations of activity.

Xi. Health Status Indicator: Premature chronic disease mortality

Thisindicator represents the mortality resulting from chronic diseases among the non-
elderly. One possible way to define such a measure is to calculate a combined death rate among
people ages 25-65 by the four leading causes of death: cancer, heart disease, stroke, and diabetes
(Stoto 1992). Thismeasure is principally a health status indicator, designed as a problem alert,
and focused on a specific segment of the population-non-elderly adults. It uses an indirect
measure, death, to represent health status.

Such a measure may aso be seen as an indicator of quality of care or access to care,
predicated on the principle that non-elderly people should not die from chronic diseases if those
diseases are well-managed, or if these people lead healthier lives. Sufficient risk adjustment
would be required to construct such indicators, especially for an indicator of quality.

The indicator is based on cause-specific mortality data, and is subject to the same
limitations described above for mortality rates; however data variability should not be a concern,
since alarge proportion of total deaths fall into one the four diseases aggregated together for this
indicator. Care must be taken in use and interpretation of this measure. Although the indicator is
described here as serving a problem alert function, it is possible that the aggregate nature of the
measure may obscure significant but opposite effects of different diseases. The indicator may say
more about the health system’s success in managing disease for patients in this subset of the
population than the population as awhole included in the measure.

b. Performance Area: Access to Health Care

I Access Indicator: Percentage of population with regular source
of primary care

This important access indicator is a direct measure of access to primary care services. It is
a system status measure, providing information about the availability of facilities and providers
which, together with ability to pay, affect service utilization. The components of the health
system this measure addresses include the use of personal health services, both actual and
potential. National and regional aggregate rates can provide trend data that can track the effects
of any federal health care reforms on access to care. Perhaps more importantly, access can be
tracked and compared across certain policy-relevant subpopulations, such as persons with
chronic diseases, rura populations, Medicaid recipients, Medicare enrollees, and disadvantaged
SOCi 0-eCONOMIC groups.
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ExHiBIT 10
SUMMARY ANALYSIS OF PROPOSED INDICATORS BY PRIMARY AREA
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* = Indicator meaning may change over time.
** = Refer to Appendix A for potential sources.
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Unfortunately, no current data source collects information about regular source of
primary care, athough more recent NHIS instruments have included a question about general
regular source of care. Indeed, it is difficult to obtain information regarding “primary” care from
surveys of the general public. The jargon is potentially confusing, and the classification of a
provider as “primary” would require some judgment. For example, a person with a chronic
disease such as diabetes may require a specialist to manage her care, in effect making that
specialist her primary care physician. A more common example, women often use gynecologists
as thelr primary care physicians, even though they may consider this type of physician a
specialist.

A reasonable proxy for “primary care” can, however, be developed, most likely with the
addition of several questions to the NHIS. To adequately capture potential variations in the
provider that may be considered a regular source of primary care based on individual
circumstances, the NHIS survey questions should capture the following information: 1) “regular”
source of care; 2) consistent use of a single health care professional; 3) consistent use of asingle
health care facility; 4) emergency room usage; 5) use of/referral to “specialists;” and 6) presence
of and regular treatment for chronic disease.

i, Access Indicator:  Distribution of Population by Primary
Source of Health Insurance Coverage (also see d. Health
Insurance Indicators)

Thisindicator is a measure of both insurance and access. It monitors health system status
related to the health care finance. Changes in the measure provide information about who pays
for care. Fluctuations may also reflect changes in the nation’s public priorities regarding who
should pay for and receive health care services.

The measure is particularly important to policymakers in determining potential areas
where alternative sources of insurance are not fulfilling expected (or potentially reform-mandated
roles. For example, the extent to which persons who work do not have employer-provided health
insurance could imply afailure of policy relying on private employer-based health coverage.

A major limitation of this measure is that it does not account for possible links between
different insurance benefit designs (specifying covered services and procedures) and population
characteristics. While the measure can be disaggregated by socioeconomic status and age-
adjusted, it does not show whether the level of coverage that particular subpopulations haveisin
fact appropriate and adequate to meet their health care needs. Examining persons with private
health insurance as a whole does not distinguish those who have minimal coverage with high
cost-sharing requirements from those who have more comprehensive coverage and the potential
consequences of these differences.

Data on this measure is available through the NHIS and the Department of Commerce,
Bureau of the Census Current Population Study.
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iii. AccessIndicator: Mix of Available Health Professionals
Relativeto a“ Best Practice’ Standard

Thisindicator of access monitors system status related to the health care work force
component of the health system. A “standard’ should be considered to benchmark levels of
staffing (e.g., specialist vs. primary care physicians) that are neither adequate nor excessive
overall and for a given type of care delivery. Changes in the indicator provide information about
who is providing health services and whether the work force capacity corresponds to service
needs. Fluctuations may also be related to changes in the access to appropriate care, the
utilization of particular providers, health expenditures, quality of care delivered, and consumer
satisfaction with care received.

This access measure is particularly useful to policymakers in identifying and addressing
the needs of underserved populations. Policies which might be pursued in response to changesin
thisindicator include: adjusting levels of funding for medical education (e.g. to increase the
number of primary care doctors), mandating states to set targets for graduating certain numbers
of various health professionals, and providing incentives for providers to practice in underserved
areas (e.g. rural and remote locations). The measure also provides an indication of how well the
systemisdelivering high quality and cost-effective care.

A major limitation of the measure isthat it is based on a “best practice” standard that is
may also shift over time according to the priorities of those who set the standard. In addition, the
number of different provider types provides only a proxy rather than a direct measure of the
quality and cost-effectiveness of services delivered. Moreover, the indicator might show that the
appropriate mix of health professionalsis available in particular locations where access to care is
still aproblem. For example, barriers such as lack of transportation, inability to pay for care, and
cultural issues such as language have an impact upon access to care that is as significant as
having the right mix of providers. Thus, the indicator has the potential to show problems or
improvementsin areas where they do not actually exist.

Data on thisindicator is not currently collected in NCHS or other surveys. However, the
professional groups such as the American Medical Association (AMA), has data on the
distribution and characteristics of practitioners. The Bureau of Health Professions, HRSA,
supports the Area Resource File which collects data from these and other sources and compiles
the information on a county basis.

Iv. Access Indicator: Adult screening rate for cancer, diabetes,
hypertension (relative  to age/sex appropriate
recommendations)

This access measure resembles another indicator classified under the utilization
performance area, which focuses on utilization of preventive services. The measure presented
here is specific only to screening services, only to adults, and only three disease groups. cancer,
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diabetes, and hypertension (see Appendix A, Table A for precise definitions). Screening rates are
used as indirect measures of access, under the premise that their use implies pro-active efforts by
health care providers to deliver needed services at least at the primary level. This composite
screening rate is an indicator of system status, and describes that component of the system related
to personal health service utilization.

Information about screening has been collected through supplements of the National
Health Interview Survey. Questions would need to be added to the core survey to enable tracking
on an annual basis. See the discussion above regarding the limitations of using the National
Health Interview Survey. In reporting this indicator, it is important to show the elements
separately as well asin a composite screening rate, so that individual but opposite effects can be
seen unobscured by their combination.

c. Utilization

I Utilization Indicator: Utilization of Primary Care Services
(Relative to Appropriate-Level Benchmarks)

This indicator of utilization monitors system status related to the personal health service
utilization component of the health system. Changes in thisindicator reflect the type and volume
of services being used by health care consumers. Fluctuations may also indicate changes in
access to care, appropriate or cost-effective use of primary care, types and levels of insurance
coverage, hedlth status, and the quality of care provided. Standards or benchmark levels of
appropriate care are needed because “ more’ is not necessarily “better” when it comesto use of
health care services.

This utilization measure is particularly important to policymakers in providing
“intelligence” about policies for moving the health system in a direction that will meet the needs
of the genera public. For example, changes in the indicator might lead to policy actions to
iImprove access to primary care, such as financing to increase the number of primary care
physicians in underserved areas, allocation of funding for additional medical facilities in
underserved areas, and/or regulation of insurance benefits.

A current limitation of measures of primary careis the lack of an accepted operational
definition of this type of care. A further mgjor limitation in the indicator’s information value for
policymakersisthat it provides a broad picture of primary care utilization without specifying
what functions of the health system contributed to the utilization level. Consequently, it may be
difficult to determine the appropriate types of policy initiatives needed to improve levels of
primary care utilization.
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ExHiBIT 11

SUMMARY ANALYSIS OF PROPOSED INDICATORS BY PRIMARY AREA
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Another limitation is that the indicator is only meaningful in comparison to target levels.
While the number of primary care physician visits are readily countable, the target level of age-
appropriate minimum number of visitsis less objectively determined. The target level may be
subject to change over time, making the measure vulnerable to distorted interpretations.

Currently, this measure is not directly collected by NCHS through a population based
survey, although the National Ambulatory Medical Care Survey (NAMCY) classifies care based
on a comprehensive reason-for-visit system and could be used to estimate aggregate use rates of
primary care but not the percentage of persons receiving the care. The National Medical
Expenditures Survey (NMES) is a population based survey that asks about the nature of care for
visits and to what types of medical providers, but this data is collected and made available rather
infrequently (every 5-10 years). NCHS may want to include a type of care measure in a
population-based survey that is collected more frequently (e.g. annually) so that it is possible to
gauge the immediate effect of policies on utilization levels. This may aid policymakersin
understanding whether they are pursuing policies that are meaningful and relevant to primary
care service use. Also, to prevent further distortion of the indicator findings for policy use, it may
be helpful to track this measure in relation to indicators of inappropriate use of acute care (e.g.
non-urgent ER visits).

il Utilization Indicator: Utilization of Preventive Services
(Relative to Benchmark Levels)

This indicator of utilization monitors system status related to the persona2 health
utilization component of the health system. The information value of this measure is similar to
that of the previously discussed indicator, utilization of primary services. Changes in the measure
reflect the type and volume of services being used by health care consumers. Fluctuations may
also indicate changes in the availability of preventive services and providers, health status,
insurance coverage, and the quality of care provided. The need for standard or benchmark levels
of utilization for thisindicator is similar to that described for primary care utilization.

This utilization measure is particularly important to policymakers in providing
“intelligence” about policies for moving the health system in a direction that will meet the needs
of the genera public. For example, changes in the indicator might lead to policy actions to
improve access to preventive care, such as expanded preventive care education and outreach,
increased funding for government-run preventive care programs, and guidelines for, or regulation
of, HMOs, physicians, and other providers in the services they are required to perform.

A mgjor limitation in theindicator’ sinformation value for policymakersisthat it provides
a broad picture of preventive care utilization without specifying what functions of the health
system (e.g. access to care, insurance) contributed to the utilization level. Consequently, it may
be difficult to determine the appropriate types of policy initiatives needed to improve levels of
preventive care utilization.
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Another limitation is that the indicator is only meaningful in comparison to target levels.
These targets of the percentage of people who should receive age/sex appropriate screening and
immuni zations would likely be set by experts, such as the U.S. Preventive Services Task Force.
While this percentage may be readily countable, the target level is subject to change over time,
depending on the priorities of whichever experts are setting the standards. Thus, the measure is
potentially subject to biases that may have an impact on what interpretations can be derived from
theindicator findings.

Currently, thismeasureis not directly collected by NCHS through a popul ation-based
survey, although the National Ambulatory Medical Care Survey (NAMCYS) classifies care based
on a comprehensive reason for visit system and could be used to estimate aggregate use rates of
preventive care but not the percent of persons receiving the care. The National Medical
Expenditures Survey (NMES) is a population based survey that asks about the nature of care for
visits and to what types of medical providers, but this datais collected and available every fiveto
ten years. NCHS may want to include atype of care measure in a population-based survey that is
collected more frequently (e.g. annually) so that it is possible to gauge the immediate effect of
policies on utilization levels. This may aid policymakers in understanding whether they are
pursuing policiesthat are meaningful and relevant to preventive service use.

iii.  Utilization Indicator: Rate of “ avoidable’ hospitalizations

An “avoidable” hospitalization is defined as a hospitalization for a condition that should
have been avoided had adequate outpatient care been received (see Appendix A, Table A for
precise definition). This measure is most clearly a problem indicator for health care utilization,
providing some measure of the efficiency and appropriateness of resource use. Such ameasureis
also indicative of quality of care, although defining the measure precisely enough to remove the
effects of access and behavior is methodologically problematic, given our definition of quality.
Regardless, policymakers can use this indicator to identify populations that are particularly
vulnerable (e.g., by race or socio-economic status, or by source of payment).

Datafor such an item is available annually from the National Hospital Discharge Survey.
Because it is a survey, disaggregation into narrowly defined, small subpopulations could prove
statistically problematic. Currently, geographic disaggregation is only possible down to the level
of thefour Census regions.

The construction of this indicator requires the use of clinical consensus regarding the
proper treatment of a set of chronic or acute conditions. In tracking the indicator over time, it
should be understood that this clinical consensus can evolve over time, and new conditions can
be identified that are should be included among the list. This may complicate comparisonsin
different years,
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Iv. Utilization Indicator: Percentage of emergency room visits for
non-urgent reasons

This utilization indicator is a problem alert for policymakers. High non-urgent use of
emergency rooms at best suggests poor use of resources. Such use also implies higher than
necessary expenditures and a lack of access as well. Policy makers can identify vulnerable
populations for targeted policies (e.g., managed care for Medicaid). Researchers may be
prompted to investigate further, for example to determine if the mix of services required in these
non-urgent visits is changing. Individual hospitals could also use national or regional averages as
benchmarks against which to compare their own experience.

Data for thisindicator are available through the Emergency Department Summary of the
new National Hospital Ambulatory Medical Care Survey (NHAMCS). Disaggregation into
detailed subpopulations of interest could prove statistically problematic. Care must be taken in
interpreting this indicator, which superficially seems very straightforward. Particularly when
addressing subpopulations, it is possible that a change in non-urgent use is hidden by a
corresponding and legitimate change in urgent use. One possible way to avoid this problem is to
use Census population estimates as denominators for the subpopulation being analyzed, and
compute per capita estimates of non-urgent ER use.

d. Insurance

l. Insurance Indicator: Extent of Covered Services Relative to
|dentified Standard

Thisindicator of insurance monitors system status related to the finance component of the
health system. Changes in the measure provide information on the level of and type of services
being purchased. Fluctuations may also indicate changes in accessto care, utilization of health
services, persona expenditures, and quality of care.

The indicator is particularly useful to policymakersin alerting the need to examine the
types of services being insured and whether these services adequately meet the health needs of
the population. For example, changes in this measure may prompt policymakers to regulate the
insuranceindustry’ s benefit design and eligibility criteria.

This measure also provides information that is particularly important to certain members
of the general public. Specifically, payers of health care such as private employers and the federal
government have avested interest in “shopping” for health plans that provide their employees
with the most services at the least cost. This indicator can be used by payers to choose the “best
buy” among health plans by comparing the extent of covered services versus cost of various
plans.
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EXHIBIT 12
SUMMARY ANALYSIS OF PROPOSED INDICATORS BY PRIMARY AREA
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A major limitation of the indicator isthat the set standard of basic care may shift over
time. This variability makes the measure potentialy subject to biases that will impact what
interpretations can be derived from indicator findings. Also, the indicator presents only one
dimension of the nation’s insurance status. For instance, the indicator does not measure how
many people actually use or receive the basic services for which they are eligible. Thus, the
extent to which changes in this indicator are directly actionable to improve system functioning is
constrained by the lack of specificity of how this aspect of insurance impacts the care received
and, ultimately, the health of the nation.

NCHS does not currently collect data on this measure. A similar measure that NCHS has
collected data for is health care coverage for persons over 65 years old, according to type of care
and selected characteristics. Similar data about types of insurance coverage are collected in the
National Medical Expenditures Survey (NMES). It should be noted, though, that data collected
by NMES is not available annually.

i, Insurance Indicator: Percent of the Population With Health
Insurance Coverage

This indicator of insurance monitors system status related to the system finance
component of the health system. Changes in the measure provide information about the relative
number of people who have coverage for health care, at a single point in time. Fluctuations may
also reflect changes in access to care and impact the utilization of health services, total health
expenditures, and the public’s perception and satisfaction with the direction the systemis going.

The indicator is particularly important to policymakers in providing a measure of how
well the financial system is supporting the nation’s health services needs. For example, changes
in the measure may aert policymakers of a need to change Medicaid dligibility requirements to
provide for the needs of vulnerable populations such as the poor and unemployed.

A mgjor limitation of thisindicator is that changes are not measurably linked to the
nation’s health status. Insurance status is primarily an indication of access to affordable care,
which is only one of severa determinants that affect the health of the population. A time trend
analysis comparing fluctuations in this measure to health status and outcome indicators during
the same period of time might provide a more complete picture of the status of the system in
providing for the population’s needs.

Data is collected periodically on this measure in the Insurance supplement of the NHIS.
Other surveys that collect this data are the Current Population Survey and NMES.

iii. Insurance Indicator: Newly Enrolled in Medicaid

Thisindicator is a strong measure of both expenditures and insurance that monitors
system status related to the finance component of the health system. Changes in the measure
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reflect the number of people who have newly enrolled in the Medicaid program over the past
year. Fluctuations in the measure may indicate changes in access to care for those who were
previously uninsured, in the number of Americans who have health coverage, and changesin the
levels of national expenditures on Medicaid programs.

Theindicator is particularly important to policymakers because it provides (1) an aert of
alikely increase or decrease in the total amount of Medicaid expenditures and in the proportion
of total U.S. health expendituresthat is spent on Medicaid, and (2) asignal about the adequacy of
the nation’s safety net insurance coverage. This measure can also provide a gauge of short term
effects of policy initiatives, as data collected reflects changes in enrollment over the past year.
For example, increased regulation of insurance eligibility requirements might be reflected in the
next year by increases or decreases in the number of people newly enrolled in the Medicaid
program and in Medicaid expenditures.

A magjor limitation of the indicator is that it is difficult to determine the processes or
specific health policies that resulted in this outcome measurement of insurance coverage and
health spending. Factors ranging from the unemployment rate to changes in insurance benefit
design and €eligibility criteria are likely to cause dramatic changes in this measure. Thus, the
indicator provides awarning of a problem in the system related to the cost of health care, but it
does not point to policies that should be changed or introduced in order to improve system status.
Data on this indicator are not currently collected by NCHS. However, data is available through
the Health Care Financing Administration (HCFA).

\2 Insurance Indicator: Distribution of population by primary
sour ce of coverage

Thismeasureis aprimary indicator of access and insurance. A description of itsuseis
provided in the section addressing Indicators of Accessto Care.

e Expenditures

I Expenditures Indicator: Out of Pocket Spending As a
Per centage of Disposable Income, Acute Care

Thisindicator of expenditures monitors system status related to the system finance
component of the health system. Changes in the measure provide indirect information on the
payers of care and the services that are or are not being purchased. Fluctuations may also be
related to the affordability of acute care services and to the extent of health insurance coverage.

This expenditures measure is particularly important to policymakers in providing
information about the financial burden of acute care services experienced by the public.
Variability in the measure may prompt policymakersto act on issues of health care costs, such as
by regulating insurance premium costs and coverage for acute care services.
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A major limitation in the indicator’s information value for policymakers isthat it isa
broad measure that is affected by a variety of inputs, including prices, health care consumption,
tax payments, wages and other income, insurance coverage, and the size of deductibles or
copays. If policymakers determined that a certain percentage was an unacceptable level, it would
be difficult to determine which functions of health costs ought to be changed in order to reduce
the percentage. Concomitantly, the determination of acceptability levels for out-of-pocket
spending on acute services may be subject to the biases of those who are interpreting indicator
results. To present a more complete story about the real burden of health costs that Americans
bear, it may be important to compare this percentage with levels of spending on other types of
care (e.g. long term care), and other essential goods and services, examining the distribution of
persons at different levels of this measure, and with public opinions about health spending.

Another limitation is that the indicator may vary significantly in its measurement
depending on the population being assessed. For example, members of HMOs are likely to have
lower percentages because managed care plans tend to encourage reduced lengths of stay for
acute care patients. It may be important to disaggregate the population into key groupsin order to
interpret theindicator at anational level for policy purposes.

Finaly, the self-reported nature of current measures of out-of-pocket expenditures,
income, and consumption present response bias issues. NCHS does not currently collect data on
this indicator, the NHIS could serve as a potentia vehicle for data collection if a disposable
income variable was constructed. Similar data about types of visits/services covered by aflat fee
are collected in NMES.

. Expenditure Indicator:  Out of Pocket Spending As a
Per centage of Disposable Income, Long Term Care

Thisindicator of expenditures monitors status related to the system finance component of
the health system. Changes in the measure provide indirect information on who the payers of care
are, and what services are being purchased. Fluctuations may also be related to the affordability
of care, availability of long-term care providers, and the extent of long-term care insurance
coverage.

This expenditures measure is particularly important to policymakers in providing
information about the financial burden of long-term care services experienced by the public.
Variability in the measure may have direct policy implications on programs that the elderly rely
upon, such as Medicare and Medicaid.

A magjor limitation in the indicator’ s information value for policymakersisthat itisa
broad measure that is affected by a variety of inputs, including prices, health care consumption,
tax payments, wages and other income, Medicaid policy, private insurance coverage, and the size
of deductibles or copays. It does not specify what parts of the health system (e.g. availability of
providers) might require “tinkering” in terms of policies to achieve appropriate levels of out-of-
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pocket spending on long term care services. Definitions about what constitutes “appropriate”
spending may shift over time, making interpretations of-indicator results subject to change. To
present a more complete story about how the costs of long term care services fit into the overall
financing of the health care system, it may be important to compare this percentage with levels of
spending on other types of care (e.g. acute care) and other essential expenditures, and examine
the distribution of persons at different levels of this measure .

Ancther limitation is that the indicator may vary significantly in its measurement
depending on the population being assessed. For example, low income elderly are likely to have
higher percentages, as they may be unemployed and relying on Medicaid rather than
comprehensive benefits plans to serve their long term care needs. It may be important to
disaggregate the population into key groups in order to interpret the indicator at a national level
for policy purposes.

Finally, the self-reported nature of current measures of out-of-pocket expenditures,
income, and consumption present response bias issues. Disposable income may not be the most
appropriate denominator for long term care, however, because individuals use substantial
amounts of their personal assets to pay for this care. A more appropriate denominator may be
disposable financial resources, but defining and measuring such a concept is difficult, particularly
within asurvey.

NCHS does not currently collect data on thisindicator. However, the NHIS could serve as
a potential vehicle for data collection if a variable for disposable income was constructed. Data
may aso be available through NMES and the Families USA Foundation. However, it would be
necessary to disaggregate out-of-pocket costs for the elderly into long-term costs.

iii.  Expenditure Indicator:  National Health Spending as a
Per centage of GDP

Thisindicator of expenditures monitors system status related to the system finance
component of the health system. Changes in the measure reflect differences in the amount of
money the government, businesses, and individuals spend on health care relative to other
programs and services.

The indicator is primarily important to the general public, as it provides a benchmark of
national consumption priorities. Thisinformation can be used by voters to determine whether
they should encourage changes in public policy. The indicator is probably most directly
actionable by policymakers however. For example, policymakers may reduce Medicaid and
Medicare program expenditures in order to reduce the level of national spending if a general
public consensus exists that indicates that the country is spending too much on health care.

A major limitation of thisindicator is that it presents a summary of the nation’s health
spending that does not account for specific details that are relevant to the country’ s “story” about
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system costs. For example, the measurement can easily be interpreted as “too much” or “too
little” without ever clarifying issues such as the value of services purchased, levels compared to
spending in the past and in other countries, and composition of services provided (e.g. primary
care, outpatient settings). The failure to consider such factors thus has the potential to distort
conclusions about what changes in the indicator signify. Moreover, the indicator provides a
comprehensive alert about health spending that does not specify particular components of the
system that policymakers should address.

NCHS does not currently collect data on this measure. However, datais available through
HCFA.

Iv. Expenditure Indicator: Percentage of Americans Who Had
Problems Paying Medical BillsLast Year

Thisisa primary indicator of expenditures and consumer satisfaction. See consumer
satisfaction section for discussion of theindicator.

V. Expenditure Indicator: Newly Enrolled in Medicaid

Thisis a primary indicator of expenditures and insurance. See insurance section for
discussion of theindicator.

f, Performance Area: Quality/outcomes

I Quality Indicator: Population-based mortality rates

The following three indicators were described in their capacity as health status indicators
in the Health Status section above:

¢ Infant mortality risk composite (perinatal mortality)

¢ Infant mortality risk composite (infant mortality)
¢ Mortality rates by age group, by socio-economic status (and by cause)

In order to function as indicators of quality, these outcomes-based measures require risk-
adjustment, to account for population differences having nothing to do with the quality of health
carereceived. It isimportant to remember, however, that these mortality statistics are population-
based, so that even when adjustments are made for risk, these indicators would not represent the
quality of care received in a certain institution or type of institution. Rather, the “quality”
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reflected in these measures would be the marginal impact of health care, accounting for other
significant contributors, to mortality rate, such as age, race, sex, income, regular access to care,
risky behavior, and risks posed by the surrounding environment.

If other factors are controlled for, such broad “quality” indicators can, however, be
instructive to health policymakers, health care researchers, and the general public. They can
provide a “bottom line” measure of quality, that is, they measure the effect of whatever. level of
services that people are receiving. Instead of implications for clinical quality (such as the need
for practice guidelines), these measures can indicate systemic failures with respect to certain
subpopulations (e.g., patientsin small hospitals).

Asimplied above, a number of factors should be controlled for when analyzing mortality
rate. Only basic risk adjustments can be made using data provided on death certificates, from
which most mortality data is collected. Such data provides a very limited basis for comparisons

among soci 0-economic groups.
il Quality Indicator: Hospital patient mortality rate by age group

Like the outcomes measures above, hospital patient mortality data do not directly provide
indications of the quality of care provided in a hospital. Only after risk-adjusting can clearer
statements be made about quality. Controlling for age, race, and sex isamajor component of risk
adjustment. However, as discussed above, many other population characteristics can aso affect
outcomes, especially when using as broad a measure as mortality to measure quality of care.

Data from the National Hospital Discharge Survey alows for some risk adjustment, i.e.,
based on age, race, and sex, and expected source of payment. However, comparisons can only be
made nationally or regionally, and between different types of hospitals, based on size, ownership
type, or similar categories. Such statistics can be used as rough benchmarks for individual
hospitals to compare themselves against, and for showing broad trends over time. The lack of
risk-adjustment capability, however, effectively makes these estimates more “impressionistic”
than anything else.

It should be noted, that many researchers, providers, and othersin the health care field are
skeptical of approachesthat rely on death or disability rates as quality indicators, largely because
current risk-adjustment methodologies lack the sophistication necessary to allow valid
comparisons of outcomes across providers. The use of large scale survey data, and the limited
application of any analysis to the level of hospital type and the like, should temper these
concerns, however.
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iii. Quality Indicator: Rate of Pharmaceutical and Other
Technological Innovations

Thisindicator of quality monitors health system status related to medical research and
technology. Changes in the measure provide information about the current focus and level of
research activity and about the rate of adoption of new medical technology. Fluctuationsin the
measure may also reflect changesin health policy, health insurance, care quality, utilization of
health services, health expenditures, and public perception.

The measure may be particularly useful to policymakers in helping determine appropriate
budgets for medical research funding and to assess the possible needs for changes in regulatory
review of new drugs and medical devices. The indicator provides an aert to monitor links
between the utilization, cost, and quality of health services.

A major limitation of this measure is that it does not provide information about the
medical necessity or cost-effectiveness of the pharmaceutical and technological innovations.
Also, changes in the measure are related but not specific to the areas of quality, utilization, and
expenditures. Thus, the direct impact of fluctuations in this measure is difficult to determine and
may constrain the extent to which the indicator is directly actionable.

NCHS does not currently collect data on this measure. However, data may be available
through the Food & Drug Administration (FDA).

g Performance Area: Consumer Satisfaction

I Consumer Satisfaction Indicator: Percent of Population
Willing to Recommend Their Current Health Plan to Friends
and Family

This indicator of consumer satisfaction monitors problems related to the personal health
service utilization component of the health care system. Changesin thisindicator help to identify
whether there are problems in the cost, accessibility, or quality of care offered in a benefits plan,
and provide insight on which subpopulations are expressing and may be inclined to act upon such
concerns. The measure is most directly “actionable” by the public and policymakers. It aerts
these users of apossible failure of health plan to provide servicesin a satisfactory way for the
plan beneficiaries.

For example, if the population that the indicator measures were to be disaggregated into
subpopulations of HMO plan enrollees and PPO plan enrollees, members of the general public
who are enrolled in either of these plan types could use the indicator to determine whether they
should switch from their current plan to the plan with a higher percentage of enrollees who are
willing to recommend their health plan to friends and family. Policy makers, in turn, may find it
useful to know whether the public has become increasingly or less willing to support public
officials on issues related to managed care.
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Limitations regarding the use of this satisfaction indicator stem from the fact that the
measure is subjective and indirectly assessed. Precision is difficult to achieve in the data
elements of the measure, so interpretations of what changes in the indicator signify will depend
on the criteria used to define the population in question and to determine the extent to which
factors that affect “ willingness to recommend” are related to satisfaction per se. Specific
methodological issues related to survey activities (e.g. response bias, context and wording of
question %) also make the indicator fairly low in reliability (refer to Appendix A).

Data for this measure is not currently collected by NCHS but could potentially be added
to the NHIS Supplement in the Access and Coverage sections. The measure is widely accepted
and used regularly in consumer satisfaction surveys to assess health plan quality. Major surveys
that contain this measure or an indicator of similar wording include: GHAA, EHCVS,
CSS/OPM, CalPERS, and the HMO Group. However, a magjor limitation of data collected in
these surveys is that the samples tend to be nonrepresentative of the population as awhole, as the
surveyed population not only belong to a health plan but aso work for employers who provide
sophisticated benefits packages which solicit satisfaction information.

il Consumer Satisfaction Indicator: Percentage of Population
More Satisfied With Current Plan Than Those Available in
Past

This indicator of consumer satisfaction monitors system status regarding the component
of personal health service utilization. Changes in the indicator may point to a need to address the
type, level, and volume of services being covered for certain subpopulations.

Policy makers in particular may use the measure to examine links between plan
satisfaction and problems addressed within particul ar subpopulations (e.g. members of various
plan types) across the health care system. For example, a need to examine the cost, quality, and
access to care provided by managed care plans might be suggested if enrollees who switched
plans in the past year expressed that their level of satisfaction with their current HMO plan was
not as high as their satisfaction with the fee-for-service plan available to them in the past.

A magjor limitation of the indicator is that it is subjective and vulnerable to response
biases in its data elements. Methodological issues ranging from survey administration to
inconsistent wordings'°may have an impact on the level of satisfaction that respondents indicate.
Concomitantly, different results are likely to be obtained for different subpopulations polled. It
may be difficult to use results of this measure at anational level for policy purposes due to the
potential for multiple interpretations of indicator findings.

°  Blendon, Robert J,, Hyams, Tracey S, and Benson, John M., “ Bridging the Gap Between Expert and Public Views on Heelth
Reform,” Journa of the American Medical Association Vol. 269, No. 19 (May 19,1993): 2573-2578.
10 Blendon, Robert J., and Donelan, Karen, “ Interpreting Public Opinion Surveys,” Health Affairs (Summer 1991): 166-169.
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Data for this measure is not currently collected by NCHS but could potentially be added
to the NHIS Supplement in the Private Plan and Coverage Detail section. Indicators with similar
though not exact wordings have appeared in a variety of other surveys. For example, a Fact
Finders/Novalis Corp poll in 1993 asked about satisfaction with the quality of health care
services that the surveyed group was now receiving. It should be noted, though, that data on this
indicator may be difficult to interpret at a national level. Since the indicator requires the sampled
population to compare current and past health plans, it is important to disaggregate the data by
specific subpopulations (e.g. enrolleesin plan A) in order to have areliable basis for comparison.

h. Performance Area: Public Perceptions

I Public Perceptions Indicator: Consumer Confidencethat if
They or A Member of Their Family Became lll, They Would
Receive Appropriate Care

This indicator of public perception monitors problems related to how well the health
system serves the general population. Changes in this indicator reflect the degree to which the
public feels assured that their health and health care needs will be met by providers (e.g.
physicians) and payers (e.g. insurance companies). These fluctuations are indirectly related to the
consumer satisfaction, quality, spending and the health status of the population, as the indicator
requires respondents at a broad level to extrapolate a prospective evaluation of care that they will
receive based on health outcomes they have experienced from the quality of care they received in
the past.

The measure provides policymakers, in particular, with a useful tool to gauge public
approval of the direction the health care system, which has an impact on the types of health care
policiesthe publicislikely to support with avote. For example, if significant disparitieswere
found in the level of confidence expressed between low-income and middle class populations,
policymakers might construct their re-election platforms on policies designed to reduce care
inequitiesin access and quality of care.

Potential problems or limitations in the use of this indicator are related to the subjective
nature of the measure. While the indicator directly collects data on public opinion regarding
health care provision, the genera public may have a rather limited and unreliable basis for
assessing the ability of the “system” to deliver appropriate care.'’ Specific methodol ogical issues
for policymakers to consider concerning the interpretation of survey responses have been raised
by opinion poll expert Robert Blendon'?, such as the importance of timely data that is consistent
with findings across multiple surveys (refer to Appendix A). The subjectivity inherent in the data
elements of the indicator may also make the indicator a better measure of the perceptions and
experience of the population being polled than of the health system itself.

1 Berk, M.L. “ Should we rely on polls?” Health Affairs (Spring (1) 1994): pp 299-300. _
12 Blendon, Robert J., and Donelan, Karen, “ Interpreting Public Opinion Surveys,” Health Affairs (Summer 1991): 166-169.
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Another major reliability issue is that the indicator is not currently available and has not
been tested, athough an analogous economic indicator of consumer confidence is collected
regularly in polls used to predict consumer spending. Fluctuations in the measurement which
may suggest improvement or deterioration in system status may present an inaccurate picture due
to the response biases inherent in the data collected by the indicator. Policy makers should be
cautious in their interpretations of what changes in the indicator mean, as the indicator does not
measure actual change or the significance of changein any part of the system.

Thisindicator has not yet been used or tested. It could potentialy be added to the NHIS
Supplement in part A “ Accessto Care.” Currently there is a question which asks. “Is the-able to
provide for most of-needs when-is sick?’

i, Public Perceptions Indicator: Percentage of the Population
Who Feel USis Spending Too Much on Health Care

This indicator of public perception monitors problems related to the system finance
component of the health system. It is most meaningful when interpreted in relation to survey
results on the percentages of the population who feel that US spending is “too little” or “ worth
it”. Changesin thisindicator inform policymakers, researchers, and the public on the public’'s
opinion about the value of care received in relation to the amount of US health expenditures.
Increases in this percentage relative to a specific reference point signal that the public believes
that medical expenditures are too high and may reflect an actual problem with containing system
costs. Decreases, concomitantly, may indicate that the public approves of the direction that
policiesrelevant to health spending are going.

Policy makers in particular may use the indicator to predict public willingness to support
legidlation relevant to health spending, although the indicator’s lack of specificity may make it
difficult to interpret what particular legislation would be acceptable to the public. If tracked over
time from a specified reference point, the measure potentially could be used as a lagging
indicator of trendsin public behavior in reaction to policy initiatives regarding spending.

A major limitation of the indicator isthat fluctuations may only be indirectly linked to
actual changes in health spending. Since this indicator measures a perception about the amount
of spending, policymakers who may interpret an increase in this indicator as an alert to reduce
health expenditures should be wary of the limited implications of this indicator on policies
related to the actual amount of health spending. Efforts such as increased information
dissemination about what US health dollars are being spent on could have an effect on public
perceptions of health spending, particularly in relation to health system components of
expenditures, insurance, public perceptions, and consumer satisfaction (refer to Appendix A).
For example, the public may not be aware of the areas that health dollars fund; once this
knowledge is made available to them, their opinions about how much the US spends overall on
health care may change. Therefore, changes in public perception regarding US health spending
can be influenced by changes in aspects of the health system besides the budget. The indicator
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thus has the potential to distort interpretations about health spending because of its lack of
specificity with respect to why the public believes spending istoo much.

Data on this measure has been collected in recent years, appearing with inconsistent
wordings and without regularity in surveys by pollsters such as CBS News/New Y ork Times.
The indicator has also been used in polls by polling groups such as: Kaiser/Harvard/Princeton
Survey Research Association, Gallup, and the National Opinion Research Corporation. It is not
currently collected in a NCHS survey. However, data for this measure could potentially be
collected in the NHIS. Part C “Private Plan and Coverage Detail” of the NHIS supplement
currently asks two questions related to this measure (see Appendix A).

iii. Public Perceptions Indicator: Percentage of Americans Who
Had Problems Paying Medical BillsLast Year

This indicator of public perception and expenditures monitors problems related to the
system finance component of the health system. Changes in this measure provide indications
about the affordability of health care and may be linked to adverse outcomes resulting from too
much or too little coverage.

The measure provides policymakers in particular with information about public sentiment
related to health care finance policy at a national level. Policy makers may be able to use the
indicator to anticipate the type of finance policies the public is likely to be interested in and
support. For example, an increase in this measure may help policymakers to determine whether
Americans would favor increased government intervention to cut costs, such as providing
national insurance with global budgets.

A major limitation of the indicator is that its data elements lack precision due to the
response biases inherent in opinion measures sometimes introduced by variations such as he use
of different wordings of a measure on survey responses. The public’s perception of what they can
afford to pay for medical bills may be quite different from their actual ability to pay. Another
drawback of the indicator is that it does not specify the source (e.g. cost of specialty care,
unemployment status) of the problems Americans facein paying medical bills. Fluctuationsin
the measure may result from characteristics outside of the system which have an effect on public
opinions but have no direct relationship to the status of system components involved in personal
health services delivery.

To avoid distorted interpretations, policymakers may want to compare this measure of the
public’s perception of how much they can pay for their medical hillsto their actua ability to pay,
as measured by out-of-pocket spending as a percentage of disposable income.

Data on this indicator is not currently collected by NCHS. However, the NHIS

Supplement has proxy questions related to this indicator in the sections on Private Plan and
Coverage Detail and Access. Various polling groups such as New York Times/CBS have
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collected data on this measure, athough the indicator appears without regularity and with
inconsistent wordingsin these public polls (see Appendix A).
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CHAPTER 5:

RECOMMENDATIONS TO THE NCHS KEY INDICATOR WORKING GROUP FOR NEXT
STEPS TO WARD IMPLEMENTATION OF A KEY INDICATOR MONITORING SYSTEM.

Evaluation of  the
adeguacy and appropriateness of
information collected inNCHS
data systems to support a key
indicator monitoring system has
required some system analysis
work as well as indicator
development and evaluation.
Broader systems issues have
been addressed in parallel with
work to respond to specific

requirements  for  indicator |
assessment and data systems |

evaluation.

Though addressing very
different levels of monitoring
system implementation, both of
these efforts are important as
initial steps. Further work is
needed both at the level of
specific indicators on the “short
list”, and at the level of broader
and more comprehensive system
design and implementation.

+ What are the purposes of monitoring?

Key Indivators

. t H
efinithng and Data Neede

L

T

Current Data Systeras/Datie Saurces

Finding 1. The currently proposed primary indicators each represent important
elements for monitoring, but do not provide a cohesive set of information. Levels
of aggregation differ substantially across indicators, and coverage of different
components of the overall system influencing health and health care are uneven.
Thisis probably related to the current lack of a targeted users to be supported by

the system.

While every indicator included in the short list of primary indicators represents an
important area for monitoring, and addresses one or more of the nine areasidentified for support,
the set is not specified at the same degree of coverage. Some areas may currently offer too much
detail, while others require more. For example, of the thirty-two indicators included in the short
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list, three are related to infant health status, and four of the thirty-two address individual health
risk behaviors. Although these areas of health monitoring are important, more aggregated
composite indices would alow for inclusion of more indicators addressing important areas not
covered in the list. By contrast, other indicators on the short list may need further disaggregation
to support policymakers. An example would be “the percentage of population with health
insurance coverage”. To provide insight about the implications of this indicator, disaggregation
would be needed by age, race, sex, employment status and industry, and health status.

Recommendation 1: Recognizing the need to limit the total number of key
indicators, NCHS should further review the current list of indicators, after
identifying a target user group or set of groups, and assess the set of
indicatorsin terms of coherence and completeness of the picture provided,
and thelevel of disaggregation that provides needed information and insight.

A review of the current list should also consider inclusion of new monitoring areas not
captured well in the nine areas currently being used. Public health services, for example, were
identified in external expert interviews as an important area to be included in monitoring. Public
health is a key area of policymaking and government funding and service delivery. Thisincludes
arange of interventions and initiatives such as: water and food safety monitoring; health
education; childhood immunizations; infectious disease control; health professions research and
training; minority health promotion and effective disease prevention; accessfor rural and other
underserved populations; and identification and promotion of more effective care delivery to
vulnerable populations. These vulnerable populations include women and children in poverty,
frail elderly, immigrants, HIV and AIDS victims, the homeless, persons with substance abuse
problems, persons with mental illness, and others. These groups would likely be
disproportionately affected by public program cuts, and these should be closely monitored.
Public health activities also represent a natural extension of monitoring for NCHS as part of both
the Center for Disease Control and Prevention, and the Public Health Service.

The appropriate set is likely to be very different for “generalist” versus “speciaist” (e.g.,
users focused on health care finance, or focused on a particular subpopulation such as the elderly)
perspective users, regardless of whether they play the role of policymaker, genera public or
researcher. The monitoring system framework presented in Chapter 3 can help to structure this
evaluation. A useful next step would be to interview the universe of anticipated users at the
Federal, State and perhaps Local level to clarify their monitoring needs generally, and need for
these indicators, specifically.

Finding 2: Some of the proposed monitoring indicators require further
methodological work to develop new composite indices, better measures, or
standards for comparison to trigger user alerts.
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Some of the primary indicatorsincluded in the currently proposed list represent important
composite measures to be tracked for the areas of interest, but are new indicators that need
further specification. These include a composite measure of the mix of health care professionals
available to deliver cost-effective care, the appropriate level of utilization for primary care and
preventative care services, and standards of adequate insurance coverage.

For a utilization composite, definitions of appropriate care might address areas such as
well-child care or pre-natal care. Composite utilization indicators could also be based on a set of
marker conditions (e.g., selected chronic diseases) for which utilization is tracked over time to

devel op baseline measures.

More meaningful measures of insurance coverage require further work in defining a
minimum versus “ideal” insurance benefit design to which individuals' coverage can be
compared. In general, the extent of coverage and cost-sharing specified in benefits design affects
the price of care faced by individuals and thus their level of utilization and total health spending
by all payers. Trends in coverage should be monitored to better understand these dynamics, and
the degree to which the popul ation may be underinsured or potentially overinsured, in addition to
rates of uninsured. '

Another area for methodological work involves newly incorporated areas for which
indicators must be developed. This could include indicators of environment-induced risk, and
economy-related risk, and better measures of new technology impact such as technol ogy-induced
changes in the quality and outcomes of care, changes in utilization, insurance benefit design and

health spending.

Recommendation 2: The NCHSKIWG should identify priority indicatorsand
areas for further methodological development and collaborate with other
gover nment agencies, such as the DHHS AHCPR, to address these tool
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requirements make systematic testing across states more difficult. Testing of this measure as an
indicator of health services utilization and spending (past and predicted) has not yet been done.

In other instances the proposed indicators are new and sufficient data has not yet been
collected to test their reliability. For example, the percentage of emergency room visits for non-
urgent reasons is a measure proposed by the PHS and Congress within the past few years.
Systematic data collection is just beginning. Its use as an indicator of access, utilization,
expenditures, and quality is therefore largely untested.  Other measures have been used,
conceptually, but the methodology for developing the indicator may continue to change, For
example, “years of healthy life” has been used by PHS since at least 1980, as an indicator of
access and quality, but the method for calculating this measure is still being refined. Before
widespread use of these indicators for health system monitoring can occur, more rigorous testing
of their performance in this capacity is needed.

Recommendation 3: After targeted user support isidentified and thelist of
monitoring indicatorsisreviewed, a more focused effort to test that set of
indicators, especially those newly developed, should be undertaken. Revised
indicator definitions and data needs based on that testing may result in a
different evaluation of the adequacy of NCHS data systems.

Finding 4: The ability to disaggregate indicators by socioeconomic status and
other variables indicating special health risks and care needs may require
changesin NCHS survey question formulation and sampling strategy.

Many of theindicatorsidentified for monitoring could be supported by data of the type
collected in NCHS surveys. Thereistypically aquestion that can be identified in a current survey
that would apply. But NCHS has indicated the desirability of disaggregating indicators by key
demographic and health-related characteristics. This implies the need for increased sample size
and survey design changes to increase sampling of certain subpopulations that have
disproportionate levels of risk resulting from differences in demographic and environmental
factors affecting health status, and disparitiesin access to appropriate care. NCHS has made such
survey design changes in the past, for example, to address such issues for individuals with certain
chronic diseases, including cancer and diabetes.

Recommendation 4. Changes in sampling implied by indicator data needs
should be factored into future NCHS survey changes and overall sampling
strategy. Allocating resources for increased scope in these areas must be
weighed against reduced sampling effortsthat may be needed to offset it in
other areas, and thelossto current usersof that information.
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In fact, redesign efforts are currently under way to address some of these issues. The
degree of geographic coverage, periodicity and level of permissable disaggregation are being
redesigned. Nonetheless, there is a limit to the expansion of sample size and frequency that
provides added vaue in terms of better insights. As discussed in Chapter 4, some specia
subpopulations will be too small to disaggregate even with alarger survey sample. Strategies for
tracking changes in these groups will be better addressed through further development and use of
supporting statistical methods, including data pooling strategies.

Finding 5: To be responsive to the need for a more comprehensive monitoring
system was expressed in a number of the external expert interviews the NCHS
“short list” of primary indicators should be logically connected to an expanded
set that would meet the needs of that wider audience.

The planned Consensus process could address thisissue by identifying intended users and
uses of a broader monitoring system, the indicators and information to support their information
needs, the data requirement implied and data sources available. In addition to system design
specifications, the Consensus process should address the resource commitments required for
devel opment and ongoing maintenance of the monitoring system.

Recommendation 5: The specification of an expanded set should be given
consideration now, to assurethat the NCHS short list of primary indicators
will be closely related, and cover all important elements treated in greater
depth in a larger monitoring system. NCHS monitoring plans should be
linked to a plan of staged design, implementation and coordination of existing
data throughout DHHS, other federal, state, and local agencies and available
private data sour ces.

To effectively address these issues the Consensus process should include representatives
of agencies and other user groups who would either be users or suppliers of information for the
system. The monitoring framework proposed in Chapter 3 can be used in structuring discussions
for some of these issues.

Atthefederal, state and local level, respectively:

¢ What public agencies and private organizations could or should contribute to the
problem-solving of the Consensus panel?

¢ What agencies or organizationswork in or influence each of these areas now?

¢ What measures of structure, process and outcomes have they devel oped?

¢ What dataresources do they currently maintain?
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Part 1- Meaning to Users




% pop who are smokers

TABLE A — NCHS PRIMARY

INDICATORS — DEFINITION — RELATED ANALYSIS

Primary areas Of measurement are italicized

11/3195

utilization | leading Fixpect future increase in utilization of services for smoking-related illness ]P,F-publc'ﬁlfﬁﬁbr_n'tn_"‘“
(«cancer, COPD, heart disease) (:fforts, eg. antismoking
~ampaigns; R- tobacco ads;
»Tax tobacco
expenditures | leading Eixpect future increase in hedth expenditures for smoking-related illness .(Cancer : ]P,F-publc hith promtn
C’OPD, heart disease) (:fforts, eg. antismoking
N gampaigns; R- tobacco ads
health status | 1eading Health status of population measured can be expected to decrease in future jP.F-publc hith promtn
‘efforts, (eg. antismokng
(campaigns), services to
lunders;erved populations; R-
(tobacco ads, Tax tobacco
% pop. who are
overweight
utilizetion | :oincident, ixpect more utilization of services for weight-related illness (e.g., heart disease), P (public health promotion
eading n near and long term. efforts)
Note: this is not to say that total expenditures would also rise, since mortality also
1as an effect.
expenditures | coincident, 3xpect more utilization of services for weight-related illness (e.g., heart disease), P (public health promotion
eading n near and long term. efforts)
Vote: thisis nor to say that total expenditures would aso rise, since mortality also
1as an effect.
health status | leading, Health status of population measured has declined, can be expected to decrease in R (food nutrition labels and
coincident future (long-term effects of current weight problems) advertising)

P, F (public health
promotion efforts, services
to underserved populations




% pop/ with excessive
alcohol consumption

utilization | leading Expect future increase in utilization of services for drinking-related illness and A P,M,R,F (same as above,
accidents, and the indirect negative effects of drinking on health with focus on expenditures
of entire pop.) ; Tax acohol
expenditures | leading Expect future increase in health expenditures for drinking-related illness and A P,M,R/F (same as above,
accidents, and the indirect negative effects of drinking on health with focus on expenditures
of entire pop.) ; Tax alcohol
health status | coincident, Direct effects of excessive acohol (accidents, fetal alc syndrome, cirrhosis, gen'| A P,F (direct svs & promot’'n
leading heslth status) and indirect effects (reduced income, increased violence and family /prevention efforts); M
stress, etc.) will decrease health status in near and long term programs (e.g., w/in
Medicaid, for pregnant
women); R (alcohal abels);
Tax acohol
% of pop. reporting
regular seat belt use
utilizetion | leading Utilization of emergency and acute care related to auto accidents can be A R (seat belt laws); P,M
expected to rise concurrentlv. (education projects)
expenditures | leading Acute care expenditures related to emergency and auto accidents can be A R (seat belt laws); PM
expected to rise concurrently. (education projects)
health status | coincident, Can expect increases in injuries from auto accidents. A R (seat belt laws); P,M
leading Also indicates current attitudes toward prevention in general. (education projects)
Infant mortality risk
composite (perinatal
mortality)
access | lagging Access to prenatal care, and to primary care more generally has declined; A P, F - prenatal outreach &
educ.;
utilization | lagging Utilization of primary care services has been sub-optimal A? P, F - prenatal outreach &
(primary/pren educ;
atal care),
expenditures | lagging Expenditures for primary care services have been suboptimal A P, F - prenatal outreach &
(primary/pren educ.;
atal care)

Primary areas of measurement are italicized




health status

lagging

Hedlth status declined.

P, F - prenatal outreach &

mother, proxy
for

(status of educ.
mother, also
proxy for
entire pop or
subpop)
quality| lagging, Quality of care suffered for population in question R - hedlth plans (guidelines, |
coincident standards)
Infant mortality risk
composite (infant
mortality)
access|lagging Access to prenatal care,and to primary care more generally has declined. P, F - prenatal outreach &
educ.;
utilization|lagging Utilization of primary care services has been sub-optimal; P, F - prenatal outreach &
(primary/pren educ.;
atal care)
expenditures | lagging Expenditures for primary care services have been suboptimal P, F - prenatal outreach &
(primary/pren educ.;
atal care)
health statug lagging Heslth status declined. P, F - prenatal outreach &
(status of educ.

population)
quality| lagging, Quality of care suffered for population in question R - hedlth plans (guidelines, 7]
coincident standards)
Infant mortality risk
composite (low birth
weight)
access | lagging Access to prenatal care,and to primary care more generdly has declined. P, F - prenatal outreach &

I educ.;

Primary areas Of measurement are italicized

11/3/95




Sy

Utilization of primary care services has been sub-optimal; concurrent utilization

utilization | lagging P, F - prenatal outreach &
(primary/pren | of neonatal ICU should have increased, educ.:
atal care), future indtitutional care for persons with congenital, defects can be expected to
coincident increase
(neonatal
ICU), leading
(institutional
care)
expenditures | lagging Expenditures for primary care services have been suboptimal, concurrent P, F - prenatal outreach &
(primary/pren | expenditures for neonatal 1CU should have increased; educ.;
atal care), future expenditures for ingtitutional care for persons with congenital defects and
coincident health care for other prematurity-related problems may incresse
(neonatal
ICU), leading
(institutional
care)
health status | lagging Headlth status declined. Future health status of infant may be lower. (note: effects P, F - prenatal outreach &
(mother, of technological advances are NOT clear) educ.
proxy for
population),
possible
coincident or
leading (of
infant)
quality | lagging, ‘Quality of care suffered for population in question R - health plans (guidelines,
coincident _Standards)
Mortality rates by age
group, by SES
access | lagging Access decreased for population in question. ‘P, M, F - servciesto
yunderserved populations
insurance (?) [ lagging, 1Can show whether health status (as indicated by mortality rates) suffered due to ‘M- coverage; R-insruance
coincident iinsufficient_coverage ;induustrv
health status | |agging, IHealth status probably decreased for population in question (note: mortality and -
‘coincident |hedth status are related but not identical)
quality | ‘lagging (Quality of care for consumers under particular system has declined. 'R- health plans

Primary areas of measurement are italicized




Disability rate composite
index

access | lagging Access to services declined for population in question. P, M, F - services to persons
with disabilities
utilization | leading, Future utilization for long term care are likely to incresse; P, M, F - services to persons
coincident Can explain portion of observed rise in utilization for long term care with disahilities; R -
burgeoning long term care
insurance market
expenditures | leading, Future expenditures for long term care are likely to incresse; P, M, F - services to persons
coincident Can explain portion of observed rise in expenditures for long term care with disabilities; R -
burgeoning long term care
insurance market
insurance | lagging, (a) Expect increase in Medicare and Medicaid (i.e., principa 3rd prty payers of P, M, F - services to persons
leading long term care) with disabilities; R - insurers;
(b) If other factors are controlled for, can indicate that disability rate increases M- coverage
were related to non-coverage.
health status | lagging, Health status declined for population in question. -
coincident
quality | lagging Quality of care suffered under system in question, resulting in increased R- hedlth plans
disability.
Adult screening rates for
cancer, diabetes,
hypertension (relative to
age/sex appropriate tgt)
access | coincident Increased access for pop. of concern (i.e., more comprehensive care) P.M,F - outreach and
education;
R- public programs (e.g.,
guidelines for Medicaid
mngd care providers)
utilization | leading Higher util. of preventive svcs implies lower utiliz of acute care in long run (more P.M,F - outreach and

efficient care)

education;

R- public programs (e.g.,
guidelines for Medicaid
mngd care providers)

Primary areas Of measurement are italicized




Primary areas of measurement are italicized
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lower expenditures for acute care

e

Higher expenditures for preventive svcs i

expenditures | leading mplies A P.M,F - outreach and
in long run (more efficient care) education;
R- public programs (eg.,
guiddines for Medicaid
mngd care providers)
health status | leading higher health status in long run (more comprehensive care) N .-
quality | coincident More efficient care to members of plan type in question. A R- hedlth plans
Rate of “ avoidable”
hospitalizations
access Iaggi ng, Decreased access to routine or fundamental preventive care or speciaty care A P.M,F - outreach and
coincident education;
R- public programs (e.g.,
guidelines for Medicaid
mngd care providers)
utilization | lagging, Utilization of services (i.e., primary, preventive, etc) became less efficient A P.M,F - outreach and
coincident education;
R- public programs (e.g.,
guidelines for Medicaid
mngd care providers)
expenditures | |agging, Helps explain part of increase in acute care expenditures, total and by various A P.M,F - outreach and
coincident sources (e.g., Medicare) education;
R- public programs (eg.,
guidelines for Medicaid
mngd care providers)
quality | lagging, Decreased quality of care under plan-type in question A R- health plans
coincident
% of emergency room
visits for non-urgent
I €asons
access | coincident Decreased access to primary care A P,M,F-services
utilization | coincident Less efficient use of health resources A P,M,F-services
expenditures | coincident Less efficient use of health resources A P,M,F-services
insurance | coincident Decreased access to primary care A P,M/F -insurance coverage
for uninsurd;
R-insurance industry
quality | coincident Less efficient use of health resources A R -health plans




Years of healthy life

Increase in # of yrs of health life does not necessarily imply an increase in quality
of life over the life span (indeed, unhealthy years may be growing with increasing

life span). Proportion of hedthy to unhealthy years provides this, but does not
provide absolute measure of life span or # hedthy life yrs. Both are needed for
more complete picture.

access

lagging

increased access to pfimary/preventive care; more educated consumers, possible
decrease in risk behaviors that are non-system

P, M, F - increase services
(particularly primary care),
health promotion efforts/
health education campaigns
that are culturally competent

health status

lagging

improved hedth status, i.e. better diet, exercise, health care that result in healthier
living

R - service providers and
delivery of culturaly
competent care, P, F-jobs for
unemployed, equitable
distribution of providers,
insurance coverage,
information on diet, exercise
(health promoation)

quality

lagging

may mean that the quality of care delivered is improving so that people are
staying hedlthier longer

P,M,F- hedth promotion

efforts, access to timely care
(esp. primary/ preventive) R
- quality of service providers

Years of unhealthy life

access

lagging

reduced access to primary/preventive care; less educated consumers, possible
increase in risk behaviors that are non-system

P, M, F - increase services
(particularly primary care),
health promotion efforts/
health education campaigns
that are culturally competent

Primary areas of measurement are italicized



health status

lagging

,&% % £
deteriorated heslth status, i.e. poor dietary and exercise habits that result in

unhedlthier living

R - service providers and
delivery of culturaly
competent care, P, F-jobs for
unemployed, eguitable
distribution of providers,
insurance coverage,
information on diet, exercise
(hedlth promotion)

quality

textindicators

lagging

may mean that the qudlity of care delivered is deteriorating so that more people
suffer from health problems due to a lack of appropriate care.

Composite score of
environment-induced risk

P,M,F- health _promotion
efforts, access to timely care
(esp. primary/ preventive) R

- quality of service providers

utilization | coincident, increased risk index score may correspond to higher utilization rates for chronic P (access to primary/
leading care or emergent care preventive care, information
on pollution, toxins, etc.)
R (safety standards for work
and residences)
expenditures | coincident, increased risk index may correspond to higher expenditures and increase costs F (home care or other types 7
leading that are not covered by insurance (e.g. home care?) of care that is not covered by
insurance)
health status | coincident, may correspond to deterioration in health status P (information on
leading occupational hedlth hazards,

preventive care)

Primary areas Of measurement are italicized
17395



TABLE A — NCHS PRIMARY INDICATORS: DEFINITION — RELATED ANALYSIS

Indicator ,
Description ‘ i
. e R d.2.3 )
'remature chronic Lagging 1 4n increase in premature chronic disease mortality may \ - ,but not specific to M, R (Efforts to ban smoking, and other risky
lisease mortality: signal that people have less access to appropriate care or | me dimension of access sehaviors), P (Public hedth education and promotion
practicing behavior that may pose arisk to hedth. :fforts)
“ Access-related excess mortdity” would indicate access, R - # of specidists
because it risk-adjusts. F - health centers in underserved areas
Access to Care
Health Status Lagging An increase in premature chronic disease mortality may 4 R (Efforts to ban or regulate smoking, and other risky
be an indicator of a decrease in hedth status in the behaviors), P (Public health education efforts including
population (but realy more an issue of access or quality) risky behavior education for uninsured and Medicare
recipients, Risk behavior cessation programs, Access to
primary Care provi ders)

Quality Lagging An increase in chronic disease mortdity may indicate A P,F (Public health education efforts including education
decreased access to providers or lower quality of care - if on risky behaviors, Improving qudlity care of care in
properly risk-adjusted. hospitals and other facilities in areas with a high

proportion of uninsured and Medicaid recipients); R
treatment guidelines
Per centage of Coincident An increase in the percentage of the population with a A - but not specific M (Mandating which services should be covered by
ropulation with regular source of primary care would indicate that more Medicaid and Medicare, and who is €ligible), P
-egular sour ce of people have access to basic medica services. (Providing services and establishing clinics in areas that
yrimary Car € lack adequate health care services, Providing incentive
for primary care physicians to practice in underserved
areas), R (changes to Medicaid reimbursement policy)
AccesstoCare
Utilization | Coincident, (of | A high percentage of population with regular source of A P (Providing services and establishing clinics in areas
primary care) care would indicate an increase in access to care, and that lack adequate health care services, Education on
leading (of would also suggest that because the services are how to access the system, Insurance coverage for
acute care) available, the utilization rate may also increase primary care).
May attenuate utilization in long run (i.e., more primary
care means less acute. Can aso lend meaning to
corresponding observed increases in utilization (i.e.
“good “vs “bad” utilization) -- to get at this, measure
must focus on porimary care and not just regular source
of care.
Health Status Comcident, An increase in the number of individuals with access to A P (Providing services for individuals who lack access to
leading priimary care. would he likely to increase overall health primary care, Health education)
satus also
Prmuny areas of micasurement are talicized.
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Public Coincident The increase in access to primary care providers can A P (Providing services for individuals who lack access to
Per ception increase public approva of the health care system. primary care, Health education)
Out-of-pocket Coincident Indicates increased financia burden of health care; may | A? F, M, P -insurance coverage or other relief for low-
spending as a suggest decreased acces in near term, as any addital income people,
percentage of costs become increasingly prohibitive, Indicator not very R (Regulate insurance premium costs and coverage for
disposable income, specific- affected by acute care services, hospital costs)
acute care: prices, coasuption,
wages, insurance
coverage, size of
Access to Care deductibles or copays.
Expenditures Coincident Indicates higher opportunity costs of hedth care -- A F, P(Regulate insurance premium costs and coverage for
especidly relevant for low-income persons. Suggests acute care services, hospital costs);
increased burden of health costs on people. needs-based programs
Insurance Coincident An increase in out-of-pocket spending can be indicative | A F, P, R (HMO's, Hospitals, insurance companies;
of a decrease in health insurance benefits, a lack of Regulate amount insurance company will spend on
health insurance, or an increase in services that are not acute care services, Reimbursement system)
covered by health insurance.
Public Coincident Suggests increased burden of hedlth care costs, can help | A F, P (information and surveys regarding insurance plan
Per ception explain changes in public opinion about medical costs. premiums and benefits)
Informs policy makers about concerns of consurmers;
public opinion more a politica than policy toal.
Consumer Coincident Can help explain changes in consumer satisfaction -- A P (Information and surveys regarding insurance plan
Satisfaction people will be less satisfied with increased out-pocket premiums and benefits)
expenditures. Informs policy makers about concerns of
consumers.
Out-of-pocket Coincident Indicates increased financial burden of hedalth care; may A F,M,P,R
spending as a suggest decreased access in near term, as any addital (Regulate insurance premium costs and coverage for
percentage of costs become increasingly prohibitive. long-term care services, LTC hospital costs)
disposable income,
long term care:
Access to Care
Expenditures Coincident Indicates higher opportunity costs of health care -- A F, P(Regulate insurance premium costs and coverage for
especialy relevant for low-income persons. Suggests long-term care services, LTC hospital and nursing home
increased burden of health costs on people. Ccosts)
Insurance Coincident An increase in spending on long-terms services indicates | A F, P, R (HMO's, Nursing homes, insurance companies;

that insurance will not al or any of the personal costs of
long term care. (i.e., current sources of coverage are not
keeping pace with need for long-term care services.

Regulate amount insurance company will spend on
long-term care services, Reimbursement system)

12695
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Suggests increased burden of long term care costs, can
help explain changes in public opinion about medical
costs. Informs policy makers about concerns of
consurmers; public opinion more a political than policy
tool.

R, P (Information and surveys regarding insurance plan
sremiums and benefits)

Can help explain changes in consumer satisfaction --
people will be less satisfied with increased out-pocket
expenditures. Informs policy makers about concerns of
consurmers.

P (Information and surveys regarding insurance plan
premiums and benefits)

lincrease in the number of covered services implies
limproved access.

R, P (Requirements for insurance companies, HMO's,
etc. to enroll a certain proportion of Medicaid
recipients, or individuas in underserved aress.)

Can help explain increases in utilization (utilization
increases as more services are covered).

R, P (Requirements for insurance companies, HMO's,
etc. to enroll a certain proportion of Medicaid
recipients, or individuas in underserved areas)

Personal expenditures decrease as coverage increases,
while an insurance company may shift the costs to
providers.

Could help explain increases in total, aggregate
expenditures (or possibly at least those for primary care)

P, F, R (Regulate insurance companies, HMO's, etc. ,
and cost of premiums; Regulate cost charged by
providers and hospitals for services), M (Mandate
amount of funding for Medicaid and Medicare)

Can indicate better access among a certain type of
insurance (HMO, ffs...)

R,P (Regulate insurance companies, HMO's, etc. , and
cost of premiums)

An increase in health coverage relative to set standards
is likely to result in better outcomes, although it is not
clear whether or not the quality of care given would
improve.

R, P (Regulate cost charged by providers and hospitals
for services)

Increaseed coverage would likely improve public
perception of insurance system, their own coverage.
Would help explain observed increase in public
perception measures.

R,P (Regulate costs and types of services covered by
insurance companies)

Increase in covered services is likely to increase
consumer satisfaction. Would help explain observed
increase in consumer satisfaction measures.

R,P (Regulate costs and types of services covered by
insurance companies)

An increase in the number of people insured indicates
increased access to care.

M,P (Mandate increase in Medicaid, change Medicaid
eligibility requirements, provide universal coverage)

Public Coincident
Perception
Consumer Coincident
Satisfaction
Extent of covered Coincident
services relative to
st standard:
Access to Care
Utilization Coincident
Expenditure:s Coincident
Insurance Coincident
Quality Leading,
Coincident
Public Coincident
Perception
Consumer ' Coincident
Satisfaction
Per centage of Coincident
population with
health insurance
coverage:
\eeess 10 Caee
Pronary aieas ol ieasurement are ttabicZed.
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Utilization Coincident, An increase in the percentage of the population insured M,P (Mandate increase in Medicaid, change Medicaid
leading is likely to increase rates in utilization for most services, eligibility requirements, provide universal coverage)
and possibly decrease rates or emergency room use and
other inappropriate or avoidable utilization.
Expenditures Coincident Total health expenditures are likely to increase; Out of M,R,P,F (Increase federal money alocated to Medicaid
pocket spending is likely to decresse. programs, Additional taxes to pay for universa
coverage)
Insurance Coincident Increase in the proportion of the population with health R, P (Regulate costs of insurance company premiums
insurance coverage will cause in increase in the number (for affordability); Medicaid expansion)
of individuals in private insurance companies, HMO's,
€tc..
Public Coincident, As % of pop. with insurance increases, public perception P (Insurance company premiums)
Per ception leading of health care system is likely to improve -- can help
explain observed changes in consumer satisfaction
Consumer Coincident An increase in % of pop. with insurance is likely to P (HMQ's, insurance companies)
Satisfaction increase consumer satisfaction (as long as the quality of
care stays constant) -- can help explain observed
changes in consumer satisfaction
Newly enrolled in Leading Increased access for those individuals who were M (Mandating Medicaid expansion), P (Provide
Medicaid: previously uninsured. facilities to serve Medicaid population)
Access to Care
Expenditures Leading An increase in the number of Medicaid beneficiaries M (Medicaid expenditures, total and proportion of total
would probable increase level of government spending U.S. expenditures on health)
on Medicaid programs.
Insurance Leading Increase in Medicaid recipients may indicate fewer R (Require insurance companies to cover a certain
uninsured individuals. proportion of Medicaid recipients, Regulate insurance
premium costs; employee mandates for health care
coverage)
Distribution of Coincident Depends. Increased reliance on public sources (for <65 P,M
population by pop) indicates inability of people to pay for their own R (Require insurance companies to cover a certain
primary source of care. proportion of Medicaid recipients)
cover age:
Access to Care
Insurance Coincident An increase in hedlth insurance coverage would R (Require insurance companies to cover a certain

probably affect certain locations where the number of
uninsured had been high

Primary areas ot measurement are italicized.
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Hedlth care is a growing portion of the economy,
suggesting an opportunity cost in terms of spending in
other areas (which some argue are more productive).

M, F (On a federd level, perhaps HCFA; expenditures
on Medicare and Medicaid programs)

An increase of GDP spending would may cause the
public to perceive an increase in medical costs overal.
s0 they may not want to utilize services.

M (Price controls on hospitals, providers, limit on costs
of insurance premiums)

An increase in utilization suggests an increase in access
to services and facilities

P (Regulate number of primary care physicians in
underserved areas)

Primary care utilization increasing . May suggest higher
“good” utilization levels, which may imply more cost-
effective care.

P (Allocate funding for additional medical facilities in
underserved aress; local trangportation to clinics)

Increase utilization may result from expanded heslth
insurance coverage. Some types of insurance may offer
better access (see access).

R (Regulate insurance premium costs)

In increase in utilization may indicate improved heath
status now and in future. Note that if risk-factors and
reasons for visits not controlled for, higher utilization
could indicate worse hedlth, not better.

P (Increase number of primary care physicians)
R

May suggest higher “ good” utilization levels, which
would imply more efficient, better quality care.

P (HMO's, physicians, etc.)

An increase in utilization suggests an increase in access
to services and facilities

P (Preventive care education and outreach)

Preventive care utilization increasing May suggest
more cost-effective care.

P.,R (Funding for government-run preventive care
programs)

Increase utilization may result from expanded health
insurance coverage

R (Funding for government-run preventive care
programs)

National health Coincident,
spending asa Lagging
sercentage Of
GDP:
Expenditures
Public Coincident,
Per ception Lagging
Utilization of Coincident
primary services
[relative to target
levels):
Accessto Care
Utilization Coincident
Insurance Coincident
Health Status Coincident,
leading
Quality Coincident
Utilization of Coincident
preventive services
(relative to target
levels):
Accessto Care
Utilization Coincident
Insurance Coincident,
leading
Health Status Comncident
b
Quahity Coincadent
Pronary atcas ot imeasurement e daliczed
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In increase in utilization would prohahly improve health

status

P (Education and outreach; Funding for government-run
preventive care program)

My suggest more cost eflectise, better quality care.

P (HMO's, physicians, etc.), R




Mix of available Coincident An increase in number of a P (Incentives to help increase the number of providers-
health professional particular type of provider may indicate increased access especialy primary care physicians- in underserved
relative to a “ best to that type of provider. areas. For example: the National health service corps;
practice’ Limit the number of speciaists who can practice)
standard:
AccesstoCare
Utilization Coincident, Increase of available and accessible providers of a P (Education- how to access primary care services)
leading particular type will likely increase utilization of that
type of provider. Increased proportion of primary care
providers would signal an increase in primary care
utilization, and may suggest more efficient utilization of
SErvices.
Expenditures Coincident, Increased utilization means an increase in health P (Funding for preventive care programs, Financial
leading expenditures. Increased proportion of primary care incentives for primary care physicians)
providers would signal an increase in primary care
utilization, and may suggest more efficient utilization of
SErvices.
Quality Coincident, Quality of delivery system improved. P (Provide better care to underserved areas)
leading
Consumer Coincident In increase in the number of physicians is likely to P (Provide better care to underserved areas)
Satisfaction increase consumer satisfaction, as people may have more
providers to choose from. Therefor, indicator can
inform interpretation of consumer satisfaction indiactors.
Rate of Leading An increase in medica technologies will likely to R (FDA; Regulate the number of new patents for
pharmaceutical increase utilization, because new services would be prescription drugs and medical devices; Limit spending
and other made available. on research activities)
technological
innovation:
Utilization
Expenditures Leading An increase in the rate of innovation will probably R (FDA; Regulate the number of new patents for
increase expenditures. Initialy, the costs of new prescription drugs and medical devices; Limit spending
technology will be high to cover the costs of research on research activities)
and development of the product.
Quality Leading An increase in innovation will probably incresse the R (Development of standards and regulation of new
quality of medica care. drugs and therapies, Strict guidelines and requirements
for approving new drugs and devices)
Public Coincident, An increase in innovations may improve the public's R (Access and affordability of new treatments)
Perception leading perception if they view the innovations as progress.
Primary arcas of measurement are italicized.
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Consumer Coincident, An increase in the rate of innovations will increase R (Access and affordability of new treatments)
Satisfaction leading consumer satisfaction if the innovations represent an
improvement to previous methods.
Hospital patient Lagging In increase in inpatient mortality may be a result of P (Quality of care in acute care hospitals; Preventive
mortality rate by decreased access to care (i.e., indicates possible poor use medicine and education)
age group: of primary care -- must risk adjust)
Accessto Care
Utilization Lagging In increase in hospital mortality may represent a P (Provision of proper primary care and preventaive
decrease in utilization of preventive and primary care services in underserved areas, areas with a high
services (must risk-adjust, relationship still tenuous) proportion of uninsured, and high number of people
practicing risky behaviors)
Health Status Lagging Increased hospital mortaity may indicate poorer health P (Acute care hospitals, Access preventive medicine)
status, but not very clear -- mortality says nothing about
guality of life; decreased mortality could actualy
indicate increased morbidity
Quality Lagging Poorer quality. P (Quadlity of care in an acute care hospital)
Consumer Coincident Increase in hospital mortality (or knowledge of an P (Quality of care in an acute care hospital)
Satisfaction increase in hospital mortality) will probably lower
consumer satisfaction.
CONTEXT Coincident, An increase in the proportion of newly unemployed will P (insurance, jobs)
INDICATOR: leading decrease access to care, since there would probably be a
Newly decrease in the number of people with health insurance
unemployed/ FT
employed:
Access to Care
Expendilures Coincident, An increase in the number of unemployed relative to the R (Medicaid)
leading number of full time employees, would increase out-of-
pocket spending for those unemployed individuas. It
may increase government spending if these people
become eligible for Medicaid.
Insurance Coincident, Increased in unemployed would decrease the number of P (insurance)
leading employees covered by their employers, and would
increase the number of uninsured.
Health Status Coincident, An increase in the proportion of unemployed would P (improve access to care)
leading probably decrease health status in this group, if health
coverage was aso logt.
Primary areas of measurement are italicized.
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Indicates increase in number of people relying on public
sources of coverage for their access to medical care.

M, P (HCFA)

Government expenditures on Medicare would incresse if
the number of beneficiaries increased (unless Medicare
program spending was capped or cut). Demographic
projections are used to estimate future Medicare
expenditures.

M, R, F (HCFA)

C.l.: Coincident,
Newly €ligible for leading
Medicare:
Access to Care
Expenditures Coincident,
leading
Insurance Coincident

Government expenditures on Medicare would incresse if
the number of beneficiaries increased (unless Medicare
program spending was capped or cut). Demographic
projections are used to estimate future Medicare
expenditures.

M,R, F (HCFA)

Ponrary atcas of measurement ate talic iZed.
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TABLE A — NCHS PRIMARY INDICATORS : DEFINITION — RELATED ANALYSIS

Leading, Lagging or Colncident

Indicator Description g Actiomble? ST
~AwnYes
~onsumer confidence « signals a perceived improvement in
hat if they or member parts of the health system but does not
f their family became specify an actual change or the
I1, they would receive significance of change in any particular
\ppropriatecare aspect (e.g. access)
« frelated to increased confidence in

physicians and other providers,

insurance companies, and/or

pharmaceuticals

Access leading Predicts improved acceptability (and perhaps A

improved availability and affordability) of
care provided by health system in future.
Perceived improvement may be minimal, as
access is only one variable in the
determination of “ appropriate” care. Actua
improvement may not exist.

P (access to primary, specialty, technologically appropriate
care -- e.g. build new facilities, recruit GPs, arrange
transportation) .

M (universal coverage so that financial access barriers reduced,
single nationd plan, employer mandate with public program
for nonworkers, re;quire individuas to purchase private
policies)

R (referras to primary, specidty doctors-e.g. via case
managers, use of technological interventions; service area
coverage; utilization of care units; managed care incentives
given to physicians to reduce LOS, etc.)

F (tuition for students to be GPs, marketing to educate
consumers on health and “ appropriate” care, tax breaks to
encourage provider/facilities to provide service in needy aress,
incentives for private purchase of insurance, reduce payments
to physicians, hospitals, and insurance companies and use
future savings to cover costs of uninsured, guarantee access to
insurance)
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Quality leading Predicts perceived improvement in quality of P (sensitivity to psychosocial issues, cultural competency, and
care that will be received through hedth care foreign language proficiency training for providers;
system in the future. Perceived infrastructure to improve customer service -- e.g. telephone
improvement may be minimal, as quality is hotline for information, etc.; provide or require continuing
only one variable in the determination of education classes for providers on latest advances in medicine)
“ appropriate” care. Actua improvement
may not exist. M (new accreditation standards with consumer input)
Note, consumer confidence in the quality of R (wait times, physician practice according to established
care may differ from the opinions of health clinica guidelines)
clinicians and professiondls.
Public leading Signdls public approval of direction hedth P (information, e.g. advertissments, educational
Perception system is going. brochures/report cards, and doctor referral lines for providers
and purchasers)
Consumer leading May influence consumers to rate higher P (information, e.g. advertisements, educational
Satisfaction satisfaction with their health care and plan. brochures/report cards for providers and purchasers)

Per centageof
population who feel
that US is spending
ton much on health
care

Signal that the public believes that medical
expenditures are too high. May indicate that
there are actua problems with system cogts,
eg. rising costs in health care for al sectors.
Symptomatic rather than causal (i.e.
measures a perception about the amount of

spending vs. spending per se).

Expenditures

coincident, leading

Signals public disapproval of current
national or individua heath care budget.
May signd policy makers to try to reduce
hedlth expenditures.

T (income tax for those <$25,000, liquor and cigs, payroll tax
on employees, income tax for those >$50000, hospital charges,
MD fees, insurers, hedth insurance benefits, employers,
national sates tax, higher Medicare fee for upper-income
elderly)

P (replace Medicaid with another plan for nonworkers or fold it
into a single plan, tax credits for purchase of private insurance)
R (amounts of copay and deductibles, use of high technology
interventions for complicated diseases, Medicaid and Medicare
payments, referrals to specialty care, efr utilization,

competition b/w hplans, reduced regulation, yearly limits on
total private and govt. spending for al health care -- global

cap, managed competition, price setting, find and prosecute
doctors and patients who have committed fraud)
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Insurance

coincident, leading

Part of the public’s disapprova of the
amount spent on health care may be a
function of the insurance structure (i.e. feel
that insurance characteristics are cause of
high expenditures). An increase means that
disfavor with the insurance system may have
occurred, athough it does not mean there is
an actua “ problem” with insurance. A
change in this indicator may move in sync
with change in insurance structure (e.g.
higher deductible). May aso signal insurers
to try to cut costs, as an increase would
indicate that their beneficiaries are unhappy
with medical payments.

R (amounts of copay and deductibles, coverage for expensive/
experimental interventions, underwriters to prevent adverse
selection)

Public
Perception

coincident, leading

Indicates public disapproval with current
levels of US health expenditures. If tracked
over time, may affect perceptions of level of
spending in the future (e.g. if thisincrease is
less than the increase

last year, it may lead to improved overal
approval ratings of system)/

P (information/ marketing about: cost savings, plan or provider
performance report cards, actua vs. projected costs,
achievement of goals -- e.g. HP2000 -- relative to cost with
international comparisons -- with attention to data consistency
and validity)

Consumer
Satisfaction

coincident, leading

May influence consumers to rate lower
satisfaction with current health plan. May
influence consumers to switch to a plan that
costs less [also, assuming that government
spending in fact increased, costs would
increase overal so that health plan premiums
and other costs would likely increase]

P ( information/ marketing about costs savings, education
about actud vs. projected costs, report cards with satisfaction
ratings for access, quality, costs, plan financing arrangements)

Per centage of
Americans who had
problems paying
medical bills last year

Signals a genera problem with costs in the
hedlth care system.
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Expenditures lagging Directly shows that Americans considered M (globa budgets for providers, research funding caps, price
their medical bills in the past year to be a controls)
burden. An increase means that more
Americans are having problems with health R (use of technologica interventions, malpractice lawsuits,
care hills. There is gray area in that different number of doctors -- e.g. United Kingdom)
attitudes about affordability may exist, but
the indicator probably gives a better measure F (assistance to needy populations, e.g. uninsured)
than , for example, the previous indicator
about a feeling that spending is too high.
The public may consider spending to be
exorbitant, but this is not the same as
reporting persona problems with making
payments.

Insurance lagging May be related to changes in insurance P (information/ marketing comparing plan costs to allow
coverage that occurred in the past year, eg. consumers to purchase appropriate coverage, standard benefits
increasing costs of premiums, less services package of comprehensive coverage with appropriate -- for
covered, more stringent methods for different income levels -- and predictable out-of-pocket
accepting who to insure. outlays)

May be related to number of newly

unemployed.

May he related to number of uninsured.
M (universal coverage or other ways of providing health care
to the uninsured population. Also, look a number of Medicaid
eligible people)
R (amounts of copay, deductibles, premiums, services covered
by plan)
F (new form of comprehensive benefits package with broader
definition of medical and medical-related expenses than
traditional  policies)

Public lagging, leading May be related to how the public rated the P (comparative information on previous years ratings)
Perception health system in the past year (e.g. might be

linked to disapproval/approval ratings).
May influence how public rates health
system in future (i.e. uses this measurement
as baseline for comparison).
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Consumer
Satisfaction

lagging, leading

vlay be related 10 how consumers evaluate
heir health plan during the past year. May
nfluence how consumers rate their health
slan in the future (e.g. shape their
:xpectations).

P (comparative information on previous years ratings,
marketing about levels of satisfaction relative to costs -- e.g.
report Cards)

Per centage of
population willing to
recommend their
current health plan to
friends and family

Consumer satisfaction is the only area where
*hange in this indicator has a direct or
ntuitive impact (i.e. a change in the
ndicator means a change in satisfaction with
.he plan). While the other areas listed may
se related, the indicator may or may not say
anything meaningful about a change in those
ueas.

Access coincident, leading Signals that plan members might be satisfied P (access to primary, specidty, and technologically appropriate

with the availability, acceptability, and care, e.g. build new facilities, recruit GPs, arrange

affordability of care offered by their plan transportation to remote clinics)

‘could be type of care, level of care). If

opinions are tracked over time, may lead to CQI (corporate goa setting, business planning, target setting,

Improvements in actual access to care (e.g. prioritize problem areas to help with operational

this year’ s increase may follow a policy improvements)

change -- the reference point. Consumer

approval indicated by this measure may lead

plans to implement similar types of changes

in policy as part of continuous quality

improvement efforts).
M (comprehensive benefits plan)
R (utilization of care units to monitor visits, wait time)
F (universal coverage, tax incentives to encourage provider and
facility openings in poor or remote areas, tuition for students to
become GPs)

Expenditures coincident, leading Shows that plan members may be satisfied R (use of high technology interventions and specialty care,

with the amount of money they spend to be
in the health plan. May influence the level
of expenditures they will find acceptable in
the future regarding plan costs.

compare costs of health plans with the types of benefits they
provide)

CQI (corporate goal setting, business planning, target setting,
prioritize problem areas to help with operationa
improvements)
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Insurance

coincident, leading

Shows that plan members may be satisfied
with the coverage and costs of their plan.
May influence their choice of plansin the
future. If tracked over time, may point out
policy changes that lowered disenrollment
and improved satisfaction, as indicated by
willingness to recommend the plan.

F (the indicator would likely change if the amounts of copay,
premium, deductible changed -- financial arrangements)

Quality

coincident, leading

Shows that plan members may be satisfied
with the quality of service they are given by
plan providers and representatives. |If
tracked over time, may point out policy
changes that plan members like and that
could be monitored for CQI efforts to
improve quality.

P (satisfaction report cards for consumers to compare provider/
plan performance, provide comparative information of patient
outcomes by type of coverage)

R (accreditation standards with consumer input)

CQI (corporate goal setting, business planning, target setting,
prioritize problem areas to help with operational
improvements)

Consumer
Satisfaction

coincident, leading

Directly measures current level of
satisfaction with health plan. May influence
consumer expectations from their health plan
and affect how they rate their plan in the
future.

P (report cards, education on what constitutes quality care)
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Per centage of
population more
satisfied with current
plan than those
available in past

For al of the aress listed below, the
indicator could theoreticaly be
leading (tenuous), coincident, and
lagging. A reference point is
inherent in the measure -- a
comparison to last year's plan. The
measure gives an indication of what
the current level of satisfaction is
that is predicated upon first making
an evauation of the plan the
member belonged to in the past.
Policy makers at various levels
(within plan governance
committees, feds, state, etc.) might
aso use this measure to look
forward to the types of policy
changes which could be
implemented in the future with the
approval of consumers (i.e. look at
what current plan “ did right” in
terms of policy change to cause
improvement and replicate these
kinds of policies for CQI
puUrposes.)

The indicator provides a direct measure of
consumer satisfaction and public perception.
The other areas are related, but an increase
may not necessarily be meaningful in these
areas when an increase in the indicator is
observed.

Access

coincident, leading (?), lagging

May signal that plan members perceive the
care provided in the current plan to be better
than plans available in the past in terms of
care acceptability, availability, and
affordability

P (access to primary, specialty, and technologically appropriate
care, eg. build new facilities, recruit GPs, arrange
transportation to remote clinics, coverage via minimum

| benefits package, comprehensive benefits, benefits at average
private policy or Medicare level; choice of provider)

R (utilization of health units to monitor wait times, # visits)
F (costs of current plan)
CQI (corporate goa setting, business planning, target setting,

prioritize problem areas to help with operational
improvements)

Expenditures
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coincident, leading (7), lagging

May signd that plan members perceive the
level of expenditures required by their
current plan be more desirable than what
was required in the past.

R (use of high technology interventions and speciaty care)

F (costs of current plan)




CQI (corporate goal setting, business planning, target setting,
prioritize problem areas to help with operationa
improvements)

Insurance coincident, leading (?), lagging May signal that plan members perceive the P (information/ marketing comparing plan costs to alow

coverage provided by this plan to be consumers to purchase appropriate coverage)

superior to the coverage offered by plans

in the past. M (require private purchase of insurance with government
subsidies, e.g. tax credits and deductions based on income)

May be associated with costs of premiums.
R (amounts of copay, deductibles, premiums, services covered
by plan, voluntary or required membership in a health plan)
F (comprehensive benefits package)

Quiality coincident, leading (?), lagging May signal that plan members perceive the P (satisfaction report cards for consumers to compare provider/

quality of care provided in the current plan plan performance)

to be superior to the qudity of care provided

in plans available in the past. R (accreditation standards with consumer input)
CQI (corporate goal setting, business planning, target setting,
prioritize problem areas to help with operationa
improvements)

Public coincident, leading (?), lagging Signals that plan members have a better P (information about outcomes, member satisfaction)
Perception opinion about their current plan compared to
plans available in the past.
Consumer coincident, leading (?), lagging Signals that the characteristics which P (report card results of patient satisfaction over time,
Satisfaction distinguish the current plan from plans marketing info about plan benefits now compared to past, a

available in the past are making consumers
feel more satisfied with their current plan.

question hotline so that the plan can be responsive to member

needs)
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Measures of socio-
economic factor risk
(e.g., income)

If tracked over time using a frame
of reference, these measures could
serve as leading, lagging, and
coincident indicators, depending on
the specific indicators for which
these measures provide a context to
better define results. For example,
a policy directed at improving
quality, access and costs for low-
income Hispanic elderly women
could be reviewed 2 years later
with a satisfaction measure that
disaggregated its population to
address the opinions of this
particular group. The results
would provide an understanding of
the current level of this group’s
satisfaction . If leading or lagging
satisfaction indicators were used,
these socio economic risk factors
could be used to evaluate what
impact interventions related to
these factors had on changing
satisfaction in an area
retrospectively or how they might
influence satisfaction in the future,

An incresse refers to arise in the risk
associated with these socioeconomic factors
in relationship to other indicators that
measure changes within the system. Policy
interventions are designed to cause decreases
in these measurements (i.e. lower the risks to
health associated with these factors)

Action can be taken to
reduce the risks
associated with

5OCi oeconomic
characterigtics of a
population.

Access

leading, lagging, coincident

An increase may mean that individuals are at
higher risk of not having acceptable,
affordable, and available care. (e.g. arisein
risk associated with income means that
lower-income persons may have reduced
access to care).

P (initiatives to improve availability of care and resources for
low income populations, health education and services that are
culturally competent and offered in foreign languages, jobs and
career training/ skill development so that low income groups
can afford care, transportation to facilities/ providers, outreach
to at-risk areas)

F (tuition incentives so that med students from these poorer
areas will return and practice in their hometowns, insurance
coverage)

M (comprehensive benefits package, presence of doctors and
facilities within certain distance of at risk communities)
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Utilization leading, lagging, coincident An increase may mean that individuals are at P (access to primary care, transportation, physicians and health
higher risk of having utilization rates that are education materials should accommodate patients who speak a
not appropriate (e.g. a person may move to different language, respect cultural values -- eg. in the
an area where there is discrimination against Hispanic community the family vs. the individual is centra --
his or her race so that the individua is and respect the psychosocial burdens patients may have due to
discouraged from participating in the health gender, race, €tc.)
system when there is a real health need to
address).

M (a certain number of facilities based on provider
distribution)

R (accreditation standards for conditions and maintenance of
hedlth facilities)

F (incentives to providers to practice in at-risk areas)

Expenditures leading, lagging, coincident May mean that expenditures will increase. R (costs of Medicaid, Medicare, other government assisted
(e.g. the government may have to finance programs/ benefits tp populations with these risk factors, look
care for more people if risks associated with at costs of care for minority or other at-risk populations, e.g.
income rise) NHIS Supplemental Survey on American Indians)

Insurance leading, lagging, coincident May mean that individuals are at higher risk R (prevent adverse selection, promote use of community
of not having appropriate insurance coverage ratings)

(e.g. may not be able to afford insurance).
F (coverage to uninsured, assistance for populations with these
risk factors who cannot afford care but are overqualified for
Medicaid)

Hedlth Status leading, lagging, coincident May decrease hedlth status. (e.g. higher risk P (hedlth education and promotion -- e.g. no smoking in public
associated with income may mean that areas, gyms in offices--, access to care, infrastructure to support
utilization is not appropriate, and people are utilization e.g. transportation, nurse hotline, shelter and food
thus getting sicker). for homeless, job training and employment so that poor can

afford care)
M (universal coverage, minimum benefits package)
R (working conditions / occupationa hazards, conditions of
care facilities, compare hedth care outcomes for minorities)
F (preventive care costs e.g. child immunizations)
Consumer leading, lagging, coincident May mean decrease in consumer satisfaction, P (service and information about health plan, preventive care,
Satisfaction as increased risks may inhibit participation health promotion that is sensitive to needs of population with

in the system.

these risk factors)
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TABLE A - NCHS PRIMARY INDICATORS ~ DEFINITION — RELATED ANALYSIS

i

% pop who are

% of pop. age 20+ who are smokers

Primary area.5 Of measurement are italicized

11/3195

smokers (smoker=person who has smoked 100+ cigarettes and currently smokes -HP2000)
utilization | Above definition, al persons ; dso by state Hospital, outpatient, T oy
physicians, drugs, er 2-Y
B 3Y
expenditures | Above definition, al persons; also by state, type of plan. source of coverage Hospital, outpatient, T 1Y
physicians, drugs, e/r 2-Y
-FS-Y
health status | Above definition, by: non-system (i.e,, I-Y
- by state, for HS education, blacks, hispanics, reproductive aged women (subpops reported from behavior); health 2-Y
BRFSS) promotion efforts of 3.Y
- OR, males 20+ yrs, females 20+ yrs, people w/ HS education or less 20+ years, blue-collar workers PHS
20+ yrs. military personnel, blacks 20+ yrs, hispanics 20+ yrs, Am Indian/Alaskan Natives, Southeast
Asian males, females of reproductive age (1 8-44 yrs), pregnant females, females who use oral
contraceptives (subpopulations listed in HP2000).
- OR, for nation, by socioeconomic status, i.e., sex*race* age*income or education, if feasible (CHECK
THIS)
% pop. who are % >=120% of ideal body weight (midvalue for medium-frame person on 1959 Met. Life height/weight
overweight tables - BRFSS; OR,
% w/ Body Mass Index >= 27.8 for men, 27.3 for women -NHANES)
utilization | Above definition, all persons; Hospital, outpatient, 1Y
aso by state physicians, drugs, er 2-Y
3-Y
expenditures | Above definition, al persons; Hospital, outpatient, 1Y
aso by date physicians, drugs, e/r 2-Y
3Y
health status | Above definition, by state, for low-income, blacks, hispanics, people w/HBP, men w/ HBP (subpops non-system (i.e., 1Y
reported from BRFSS); behavior); hedth 2-Y
- OR, by categories listed in HP 2000 (similar to BRFSS categories, but a bit more extensive) promotion efforts of 3Y
- OR, for nation, by socioeconomic status, i.e., sex*race* age*income or education, if feasible (CHECK | PHS
THIS)




by insurance status: publicly insured, privately insured, uninsured;
OR by type of insurance (e.g., HMO, fee-for-service)

must control for as many risk factors as possible;

aso hv state

private insurance

% pop/ with % who had 60+ drinks of alcohol during past month -BRFSS.
excessive alcohol
consumption
utilization | Above definition, al persons; Hospital, outpatient, I-Y
aso by state physicians, drugs, e/r 2-Y
3-N
expenditures | Above definition, al persons, Hospital, outpatient, 1-Y
aso by dtate physicians, drugs, efr 2-Y
3-N
health status | Above definition, for nation, by socioeconomic status, i.e., sex* race* age*income or education, if non-system (i.e., 1Y
feasible (CHECK THIS) behavior); health 2-Y
- OR, by age group, especialy adolescents/young adults promotion efforts of 3-Y
aso bv state PHS .
% of pop. reporting % persons >= age 18 reporting always using a safety belt - BRFSS (note: as a risk factor, should be
regular seat belt use reported as non-use instead of use).
utilization | Above definition, al persons; Hospital, outpatient, 1-Y
aso by dtate physicians, drugs, efr 2-Y
3-Y
expenditures | Above definition, al persons; Hospital, outpatient, 1Y
aso by dtate physicians, drugs, efr 2-Y
3-Y
health status | Above definition, for nation, by socioeconomic status, i.e., sex*race* age*income or education, if non-system (i.e, I-Y
feasible (CHECK THIS) behavior); health 2-Y
- OR, bresk out by age group, especialy adolescent/young adults promotion efforts of 5Y
- OR break out by states with versus without seat belt laws PHS
Infant mortality risk | There are 3 definitions of perinatal mortality used by NCHS.
composite (perinatal Def (1) usualy used for int’l comparisons. More restrictive defs (28&3) most problematic for state
mortality) comparisons.
(1) infants <7 days, fetal deaths after 28+ wks gestation
(2) infants <28 days, fetal deaths after 20+ wks gestation
(3) infants <7 days, feta deaths after 20+ wks gestation
access | for nation and states, primary care especially -Y
- for following subpops: blacks, AI/AN, Puerto Ricans (HP 2000) prenatal care; OB/GYN 1Y
- OR, for socioeconomic status (race* age*income or education); public programs versus I-Y

Primary areas of measurement are italicized
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ST 3§ B

utilization

for nation and states, total population

lorimary care especialy
brenatal care; OB/GYN,

Primary areas of measurement are italicized
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3-N
expenditures | for nation and tates, total population brimary care especially 1-Y
hrenatal care; OB/GYN, 2-Y
3-N
tatus | for nation and states, hon-systemic 1-Y
- for following subpops: blacks, AI/AN, Puerto Ricans (HP 2000) ‘behavior); public 2-Y
- OR, for socioeconomic status (race* age*income or education); 1ealth promotion 3-Y
aso by state >fforts; targeted
maternal & child hedth
programs
quality | must control for as many risk factors as possible; primary care especialy ;-N'
by type of plan (see insurance), or other factors (e.g., urban vs. rura) prenatal care; OB/GYN | 2-Y
2\
Infant mortality risk | Deaths of infants < 1 year old, per 1000 live births
composite (infant
mortality)
access; | for nation and states, yimary care especiadly I-Y
- for following subpops: blacks, AI/AN, Puerto Ricans (HP 2000) »renatal care; OBIGYN || %Y
- OR, for socioeconomic status (race* age*income or education); sublic programs versus 3-Y
by insurance status: publicly insured , privately insured, uninsured; srivate insurance
must control for as many risk factors as possible;
aso by state —
utilization | for nation and states, total population primary care especialy 1-Y
prenatal care; OB/GYN 2-N
J13-N
expenditures | for nation and states, total population primary care especialy 1Y
prenatal care; OB/GYN 2-N
H7-N
health status | for nation and states, non-systemic 1Y
- for following subpops: blacks, AI/AN, Puerto Ricans (HP 2000) (behavior); public 2-Y
- OR, for socioeconomic status (race* age*income or education); health promotion 3Y
aso by state efforts; targeted
maternal & child health
programs 1
quality | must control for as many risk factors as possible; primary care especialy 1N
by type of plan (see insurance), or other factors (e.g., urban vs. rural) prenatal care; OB/GYN | {2-y
3-Y




Infant mortity risk
composite (low birth
weight)

Number of low birth weight (<2500 grams) births per 1 live births

access | for nation and states, primary care, especialy | 1-Y
- for following subpops: blacks, AI/AN, Puerto Ricans (HP 2000) prenatal care; OB/GYN | 2.Y
- OR, for socioeconomic status (race* age*income or education); public programs versus | 3-Y
by insurance status: publicly insured , privately insured, uninsured; private insurance
must control for as many risk factors as possible
aso by state
utiliztion | for nation and states, total population primary care especialy 1-Y
prenatal care; OB/GYN, | 2-Y
neonata intensive care, | 3.Y
ingtitutional care for
persons with congenital
defects
expenditures | for nation and states, total population primary care especidly 1-Y
prenatal care; OB/GYN, | 2-Y
neonatal intensive care, 3-Y
ingtitutional care for
persons with congenital
defects
health status | for nation and states, non-systemic 1Y
- for following subpops: blacks, AI/AN, Puerto Ricans (HP 2000) (behavior); public 2-Y
- OR, for socioeconomic status (race*age*income or education); health promotion 3-Y
aso by state efforts; targeted
maternal & child health
programs
quality | must control for as many risk factors as possible; primary care especidly 1-N
by type of plan (see insurance), or other factors (e.g., urban vs. rural) prenatal care; OB/GYN | 2-Y
care 3-Y

Mortality rates by
age group, by SES,
by cause

Deaths per 1000 (all causes), by combinations of:

- X

-- age (<1, 1-45-14, 15-25, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+); Or some appropriate
grouping, such as infants, children, adolescents/young adults, adults, elderly)

-- race/ethnicity (all races, white, black, Asian/Pecific Idander, Am. Indian/ Alaskan Native, Hispanic)
-- (data on educationd attainment not stable by race ; tabs by income not reported by NV SS?)
-(National Vital Statistics System)
:also by state, but not as detailed breakdowns? (check this)

Primary areas of measurement are italicized
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Above definition. Mortality rates controlling for non-access risk factors could suggest access-related

If non-access risk

- broken out by type of plan, or SES (?)

for al other services as
well.

access 1-N
excess mortality factors are controlled 2Y
for, indicator may 3Y
monitor al parts related
to access, eg., ddivery
systems (access to
primary care,
specidists), insurance
_practices. - —
health status | 4bove definition. No specific part of the 1Y
system being monitored; | 2-Y
persons include both 3-Y
consumers and non- -but can be
consumers of health mideading
care. - —
quality - | Above definition.. Providers of hedth care, | 1-N
managed care entities, 2-Y
3-Y
Disability rate % pop. with limitation of activity caused by chronic conditions (using definition from HP 2000), for:”
composite index - total population
Am. Indian/Alaskan Native
blacks,
tow income people (annual family income < $10,000)
‘from HP 2000) . —
access | Above definition, by: If non-access risk 1N
- total population factors are controlled 2-Y
- Am. Indian/Alaskan Native for, indicator may 3-Y
- blacks, monitor al parts related
- low income people (annua family income < $10,000) to access, eg., ddivery
(from HP 2000) systems (access to
OR, by SES (age* sex*race*income or education) (possible??) primary care,
specidists), insurance
_practices.
utilizatior 1 | Above definition, for: Long-term care 1-Y
- entire population .and by age (demand for). Demand i:{{

Primary areas Of measurement are italicized
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. -- low income people (family income ¢ $10,000)

. -- race/ethnicity (blacks, hispanic, Asian/Pl, AI/AN

- -- people with disabilities

(OR, for Medicaid and Medicare populations, and uninsured

expenditures | Above definition, for: L g 1Y
- entire population ,and by age (demand for). Demand | 5y
- broken out by type of plan, or SES (?) for al other servicesas | 3.y
well. :
insurance | Above definition, by type plan or coverage status If non-insurance-related | (a) (b)
Tisk factors are 1-Y,Y
.controlled for 2-Y,Y
[(including other access | 3-N,Y
]problems), indicator
.will monitor insurance
practices.
health status| Above definition, by: | '|No specific partof the | |y
- total population ,System being monitored; | 5
- Am. Indian/Alaskan Native {persons include both 3.y
- blacks, (consumers and non- ‘
- low income people (annual family income < $10,000) (~sonsumers of health
(from HP 2000) Jare.
‘OR, by SES (age* sex*race*income or education) (possible)
quality | Above definition, controlling for risk factors (does this make sense??) jProviders of hedth care, | -I-N
{managed care entities, 2-Y
| 3-Y
.Adult screening rates | ¢ cancer: % persons receiving age/sex-appropriate screening for breast cancer (breast exam &
{for cancer, diabetes, mammogram); colon/rectal cancer (digital recta, fecal occult blood, and/or(?)
Ihypertension (relative proctosigmoidoscopy); cervical cancer (pap test); oral(?); and skin(?) -- as recommended by U.S.
110 age/sex Preventive Services Task Force
iappropriate tgt) diabetes: % persons receiving age/sex-appropriate screening for diabetes (??)
hypertension:
% persons receiving age/sex-appropriate screening for hypertension (i.e,, >=1 8 yrs??),
OR
% of adults who have had BP checked w/in preceding 2 yrs by health professional or
trained observer, and can state whether BP was normal or high (from HP 2000)
Composite index (?): % persons receiving age/sex-appropriate screening for cancer,
diabetes, and hypertension, as recommended by U.S. Preventive Services Task Force.
access| - each of above by Socioeconomic status (age/sex/racelincome or educ); —_] Preventive care/primary 1Y
- OR, by primary payer? (medicare, medicaid, private, etc.) (care. 2.¥
.- OR, (from HP2000) for : 3y

Primary areas of measurement are italicized
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utilization

total, preventive/primary care | 1-Y
| and by SES or income? | or disease management | 2-Y
] 3-N
expenditures | totdl, preventive/primary care | I-Y
and by SES or income?, or by type of payer?) or disease management; | 2-Y
health care financing 3-N
(Medicare, private
insurance...)
quality | by type of plan (eg., HMO, fee-for-service) Specific types of service | 1-Y
delivery, e.g., managed 2-Y
care versus fee-for- 3Y
service
% of emergency % of emergency-room visits made for non-urgent reasons
room visits for non- (OR, per capita # of non-urgent emergency room visits, which would separate effects of increased
urgent reasons urgent e/r visits from decreased non-urgent e/r visits)
access | by SES, or for specific vulnerable groups (e.g., uninsured) Affordability of 1-Y
services, hedth 2-Y
behavior of individuas | 3-Y
utilization | total, and by SES or income? emergency room, 1Y
efficiency of service 2-Y
delivery system 3-Y
expenditures  total, and by SES or income? emergency room, 1Y
efficiency of service 2-Y
delivery system 3Y
insurance | by coverage status (insured vs. uninsured), plan type? insuredness 1-Y
2-Y
3-Y
quality | by type of plan (HMO, fee-for service....) Specific types of service | 1-Y
delivery, e.g., managed 2-N
care versus fee-for- 3-N

Primary areas of measurement are italicized
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Years of healthy life

e Average number of years of a person’s lifespan spent in “healthy” state (e.g. free of impairments
by disability, disease...-see methodology in HP2000, combination of health status and mortality
data)
or, express as a % of total life expectancy

by the following subpops:

- disadvantaged and high risk populations, by socioeconomic Status, i.e.

sex* race* age* income* education (n.b., age groups could be infants, children, adolescents'young adults,
adults, elderly, older ederly)

- racid and ethnic minority populations

- people with low income

- people with disabilities

- by type of plan coverage

Primary areas of measurement are italicized
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- by insurance status
- by employment status
access | - above, plus by geographic proximity to health provider (?7) ongoing source of 1-Y (risk-
- must adjust for non-access related risk factors, such as neighborhood violence, nutrition, race, other primary care, preventive | adjustment
behavior). services, hedth difficult)
insurance 2-Y
3-N
health status | same as above non-system behaviora 1Y
characterigtics, 2-Y
preventive/primary care | 3-Y
or disease management,
hedlth care financing
arrangements, long term
care, ambulatory care,
al parts related to
access
quality | - by type of plan, insurance status specific types of service | 1-N
- by SES delivery, e.g. managed 2-N
care vs. fee-for-service, | 3-Y
must risk-adjust long term care
arrangements




Primary areas of measurement are italicized
11/3/95

Years of unhealthy e Average number of years of a person’s lifespan ent in “ unhealthy” state (e.g. imparments by
life disability, disease...--see methodology in HP2000, combination of health status and mortality data)
or, express as a % of total life expectancy;
Note that # yrs health life in combination with % of lifespan spent in healthy state together provide
complete picture of health status -- “unhealthy life” is merely the difference or reciprocal
by the following subpops:
- disadvantaged and high risk populations, by socioeconomic status, i.e.
sex* race* age*income* education (n.b., age groups could be infants, children, adolescents/young adults,
adults, elderly, older elderly)
- raciad and ethnic minority populations
- people with low income
- people with disabilities
- by type of plan coverage
- by insurance status
- by employment status
access | - above, plus by geographic proximity to health provider (?) ongoing source or T-Y (risk-
- must adjust for non-access related risk factors, such as neighborhood violence, nutrition, race, other primary care, preventive | adjustment
behavior). services, hedth difficult)
insurance 2-Y
3-N
health dtatusj same as above . non-System behaviord || 5
, Characteristics, 2-Y
preventlve’prlmary care [ 5y
or disease management,
] health care financing
, arrangements, long term
care, ambulatory care,
al parts related to
access
quality| - by type of plan, insurance status specific types of service T I-N
- by SES . delivery, e.g. managed 2-N
. care vs. fee-for-service, 3Y
must risk-adjust long term care ‘
arrangements




Composite score of
environment-induced

Non-system risks tO health status associated with geographic proximity to pollution (air, water, noise),
and possibly aso occupational heath hazards, and place of residence (i.e. violence in neighborhoods).

(outcomes are

more intuitive, but

risk factors (e.g. not
letting children play
near toxic waste sites),
factors externd to
health care system that

affect health status

risk Possibly Measured by: methology is
Outcomes: Mortality or health status controlling for factors affecting health status not related to difficult)
environment (e.g. exercise, diet, geographical acceess to heath services, age sex).
Environmental risk factors. Some kind of weighted score
Subpops:
for al areas, by place of residence, by type of job/place of work
utilization | (use of heath system due to medical complaints caused by environmenta conditions at work or at preventive/primary care | 1-Y
home) in disease management, | 2-Y
- by SES long term care, er, 3-N
- by age factors externa to
health care system that
affect utilization
expenditures | (cost to health system of care administered to treat medical conditions caused by environmental specific types of service | 1.y
circumstances) ddivery, eg. managed 2.Y
care vs. fee-for-service, | 3.y
primary payer
(medicaid/ medicare),
factors externd to
hedth care system that
affect expenditures
health status | (effects of environmental conditions on health status, after controlling for system risk factors) ‘health promotion efforts | _y
- by age at community level, at 2.Y
- by SES place of employment, 3y
- occupation non-system behaviora

Primary areas of measurement are italicized
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Public

See above

wailability of providers, accessibility to primary care | 1) N
Perception | (Note: not a public perception indicator, but can affect public perception, and can roviders DY
inform the interpretation of a public perception measure of this item). )Y
ht-of-pocket Out of pocket spending for acute care services (e.g. acute care hospitals) divided
pending asa by tota family disposable income. Expressed as median or mean proportion of
ercentage Of disposable income (by income group), or as percentage of income group spending
lisposableincome, X% of disposable income or more. The latter can be used to indicate catastrophic
acute care medical costs if reference proportion is high enough.
Access to Care | by SES, state/region, type of insurance doctors, hospitals, insurance, medical costs (prices), ny
affordability, persond hedth care consumption 2)Y
3 Y
Expenditures | Same as above, total and by state/region, type of insurance nsurance companies, HMO's, hospitals, consumers ny
»f medical care, medica costs (prices) )Y
3Y
Insurance | Same as above, by type of insurance (Medicare, Medicaid, private, other) or type [nsurance companies DY
of plan (HMO, fee-for-sarvice...) -- should at least control for different income Y
levels 3 Y
Public | (Note: not a public perception indicator, but can affect public perception, and can | roviders of acute care: doctors, hospitals, etc. ny
Perception | inform the interpretation of a public perception measure of this item). 2)N
3 Y
Consumer | In general, consumer satisfaction would logicaly be expected to decrease as >roviders of acute care: doctors, hospitals, HMO's, DY
Satisfaction | personal expenses went up and quality of care remained the same. nsurance cos,, etc., consumers of hedth care )Y
(Note: not a consumer satisfaction indicator, but can affect consumer satisfaction, 3 Y
and can inform the interpretation of a consumer satisfaction measure of this item).
by type of plan, or type of insurance coverage
Out-of-pocket Total amount of-out-of pocket spending for long-term services, such as nursing
spending as a home care, divided by disposable income. Expressed as median or mean
percentage of proportion of disposable income (by income group), or as percentage of income
disposable income, group spending X% of disposable income or more. The latter can be used to
long term care: indicate catastrophic medical costs if reference proportion is high enough.
Accessto Care | by age, (<65, 65+), SES Physicians, LTC hospitals, nursing homes, home care. | 1) Y
long-term care costs (prices), insurance 2)N
3Y
Expenditures [Same as above Insurance companies, HMO's, LTC hospitals and ny
facilities )Y
3Y
Insurance | See above, hy main insurance source (Medicare, Medicaid, private, uninsured, Medicare, Medicaid, costs (prices) of long-term care, | 1) Y
other) insurance companies DY
- . 3)Y

Primary arcas of measurement are italicized.
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Public | See above, by SES Providers of long term care: doctors, LTC hospitals, ny
Perception | (Note: not a public perception indicator, but can affect public perception, and can | nursing homes, etc., disabled health care consumers )Y
inform the interpretation of a public perception measure of this item). 3V
Consumer | See above, by SES Providers of long term care: doctors, LTC hospitals, Ny
Satisfaction | (Note: not a consumer satisfaction indicator, but can affect consumer satisfaction, | nursing homes; HMO's, insurance cos.,, etc., dissbled | 2) Y
and can inform the interpretation of a consumer satisfaction measure of this item). | health care consumers 3)Y
Extent of covered The amount of insurance coverage for basic services based on agreed upon
services relative to standards of basic care. Basic services include primary care such as regular
st standard: physicals as well as # of prenatal care visits, immunizations, etc.
Access to Care | by SES, type of insurance (HMO, fee-for-service) Insurance companies, Medicaid and Medicare, ny
providers 2N
3) N
Utilization | per person utilization of services that are covered relative to appropriate level of Insurance companies, Medicaid and Medicare, ny
use for that set of services providers )Y
3)N
By total, and by SES, type. of insurance (HMO, fee-for-service)
Expenditures | total, and by SES, type of insurance (HMO, fee-for-service) Insurance companies, Medicaid and Medicare ny
Y
3Y
Insurance | by SES, type of insurance (HMO, fee-for-service) Insurance companies, Medicaid and Medicare ny
regulators 2)Y
3 Y
Quality | by SES, type of insurance (HMO, fee.-for-service) Providers of basic services, also insurance companies | 1) Y
2)Y
3 Y
Public | by SES, type of insurance (HMO, fee-for-service) Insurance Co., HMO's, etc. ny
Per ception DY
3 Y
Consumer | by SES, type of insurance (HMO, fee-for-service) Insurance companies, HMO' s etc. Dy
Satisfaction )Y
3 Y
Per centageof % of persons who have health insurance coverage at a single point in time
population with Or, for a certain length of time (e.g., certain percentage of the year)
health insurance
Ccoverage:
Accessto Care | by SES, state/region, employment status, industry of employment Insurance industry, public coverage, also genera ny
economy (employment), employers )Y
3 Y
Utilization| by SES, state/region Insurance regulators, insurance industry, public ny
coverage, also general economy (employment), QY
B o emplovers 3)Y

1126195
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Expenditures | »y SES, income Insurance regulators, insurance industry, public )Y
coverage, also general economy (employment), DY
employers, health care consumers DY

Insurance | >y SES, state/region, employment status, industry of employment Insurance companies, public coverage, aso genera )Y
economy (employment), employers, health care nY
consumers DY

Public | See above; The availability of health insurance and an increase in services Insurance companies, public coverage, also general )Y
Perception | covered by hedlth insurance, directly affects what and how many services an economy (employment), employers, health care nY
individua will utilize. consumers, al providers DY
[Note: not a public perception indicator, but can affect public perception, and can
inform the interpretation of a public perception measure of this item).
Consumer | [Note: Not a consumer satisfaction indicator, but can affect consumer Insurance companies, public coverage, aso genera DY
Satisfaction | satisfaction, and can help explain observed changes in consumer satisfaction economy (employment), employers, health care Y
measures (if satisfaction measures include the uninsured), or, more likely, can be consumers HY
tracked alongside satisfaction mearues for a more complete picture of how well-
served people are.
Newly enrolled in The total number newly enrolled in Medicaid over the past year.
M edicaid:
Access to Care | by age (<65, 65+), SES Primary care providers, Medicaid system (Medicaid Dy
providers, Medicaid recipients), generaly economic )Y
factors (e.g., unemployment) 3) N
Expenditures | See above. Medicaid system Dy
)Y
Y
Insurance | See above. Medicaid system, insurance companies Dy
Y
3Y
Distribution of % of pop. w/ each source of insurance coverage as primary source
population by
primary source of
coverage:
Accessto Care | By socioeconomic status, income level. Primary care physicians, location of primary care nHy
Must adjust for age and SES in order to compare year by year. services )Y
Insurance coverage (all sources, public & private), 3Y
employers.

Insurance | See above, breakdown for different types of insurance (Medicare, Medicaid, etc.) | Primary care physicians, location of primary care 1Y
services )Y
Insurance coverage (all sources, public & private), 3 Y

employers.

National health
spending as a

peroentage of GDP:

1126195

The amount of money the government spends on health care relative to other
programs and services. Usually given as a tota dollar amount or as a percentage
ol Gross Domeste Product

Primary areas of measurement are italicized.




Expenditures

Government agencies, HCFA

DY

1726195

)Y
3 Y
Public | public’s attitude towards government spending on health care. Government agencies, HCFA, entire hedth care ny
Perception | (Note: not a public perception indicator, but can affect public perception, and can | industry, consumers, taxpayers. Y
inform the interpretation of a public perception measure of this item). 3 Y
Utilization of % people receiving age-appropriate minimum number of primary care physician
primary services visits. (Requires standards for “ minimum number” and definition of “ primary
(relative to target care visits” May want to distinguish different types of physician visits,
levels): separating “ good” from “ bad” utilization).
Could be tracked alongside indicators of inappropriate use of acute care (e.g.,
non-urgent efr visits, better management of chronic disease) to better understand
composition of this utilization (i.e.,, “good vs. “bad” utilization)
Access to Care | by SES, insurance status, source of coverage (Medicaid, etc.), type of plan Primary care (regular physicals), prenatal care ny
(HMO, ffs). (regular prenatal checkups) 2)Y
3Y
Utilization | for total, an by state, SES Primary care, prenatal care Ny
)Y
3 Y
Insurance | See above, rates of ulilization by insurance coverage (ex. of Medicaid Primary care, preventive care; Insurance companies ny
beneficiaries who receive regular check-ups) (who determine which services to cover); Medicaid 2)Y
and Medicare providers 3)Y
Health Status | by SES, control for risk behavior Non-system (behavior) ny
2)Y
3 Y
Quality | See above Primary care, hedth plans. Dy
by type of plan (HMO, ffs), or type of insumace (Medicare, Medicaid, etc.). Y
Control for risk behavior. 3) Y
Utilization of % people receiving age/sex appropriate screening and immunization, as
preventive services determinedby experts (e.g., U.S. Preventive Services Task Force).
(relative to target
levels): Also could use number of services per 100,000. Example: mammograms, colon
cancer screening, pap smears, €etc.

Access to Care | by SES, race, income, state/region Primary/preventive care providers, availability of Dy
yreventive services (mammograms, immunizations, ny
yrenatal care, €tc.) DY

Utilization | See above. tota and by state, SES Preventive care providers, preventive services Y
mammograms, immunizations, prenatal care, etc..) DY
I DY
Promary aecas ol measutement are talic ized.
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Insurance | See above; breakdown number of preventive services by types on insurance Insurance companies, Preventive care providers, ny
preventive services Y
3)Y
Health Status | See above, by SES Preventive care providers, non-system (behavior) ny
2)Y
3)Y
Quality | Seeabove, by SES, type of plan Preventive care physicians, hedth plans ny
2)Y
3) Y
Mix of available Number of physicians (broken down by specialty and location of practice)
health professional E.g., proportion of primary care physicians to speciaists, compared to “ best
relativeto a “ best practice” proportion (the ratio of these proportions).
ractice" standard-
Accessto Care | by state/region Providers, medical education 130 ¢
2)N
3Y
Utilization | Seeabove. Physicians (esp. primary care, including pediatricians, | 1) Y
family and general medicine) 2N
3N
Expenditures | Seeabove. Physicians (esp. primary care, including pediatricians, | 1) Y
family and general medicine) 2)Y
Y
Quality | Seeabove. Physicians (esp. primary care, including pediatricians, | 1) Y
by state/region, by plan type family and general medicine) 2)Y
3 Y
Consumer | Seeabove. Physicians (esp. primary care, including pediatricians, | 1) Y
Satisfaction | (Note: not a consumer satisfaction indicator, but can affect consumer family and general medicine) 2)Y
satisfaction, and can inform the interpretation of a consumer satisfaction measure 3)Y
of thisitem).
Rate of Number of approvals and applications for new medical patents, devices, and uses
pharmaceutical and | for existing technology over a defined period of time.
other technological
innovation:
Utilization | Seeabove. Providers and regulators such as the FDA, ny
pharmaceuticals, technology. 2)Y
Y
Expenditures [ See above. Pharmaceuticals, technology DY
2)Y
Y
Quality | Sce above pharmaceuticals, technology DY
2)Y
Y
Prunary atcas ot measurement are ttaftc iZed.




Public | See above pharmaceuticals, technology N
Perception | (Note: not a public perception indicator, but can affect public perception, and can 2)Y
inform the interpretation of a public perception measure of this item). 3)Y
Consumer | See above pharmaceuticals technology HN
Satisfaction | (Note: not a consumer satisfaction indicator, but can affect consumer satisfaction, )Y
and can inform the interpretation of a consumer satisfaction measure of this item). )Y
Hospital patient Inpatient deaths per 100,000(?) per year, broken down by age groups,
mortality rate by e.g., perinatal, infant, child, adolescent/young adult, adult, elderly, very elderly
age group:
Access to Care | Risk-adjust Hospitals (inpatient), acute care, Ny
access to primary care, access to quality acute care 2)Y
(see quality) 3)Y
Utilization | See above Hospitals (inpatient), acute care 1) Y (risk-adjustment
difficult)
Must risk-adjust. 2)Y
3)Y
Health Status | Seeabove. Hospitals (inpatient), acute care ny
Y
3)Y
Quality | Measure rates of inpatient outcomes (including death) Hospitals ny
Must risk-sdjust. 2Y
3) Y
Consumer | See above; Rates of consumer satisfaction with inpatient hospital care. Hospitals Dy
Satisfaction | (Note: not a consumer satisfaction indicator, but can affect consumer 2)N
satisfaction, and can inform the interpretation of a consumer satisfaction measure 3)N
of thisitem).
CONTEXT Proportion of the number of individuals who recently became unemployed in
INDICATOR: relation to the total number of individuals employed full time.
Newly unemployed/
FT_employed:
Accessto Care | See above. Insurance companies, federal government, Medicaid Ny
)Y
Y
Expenditures | See above Federal government, Medicaid ny
)Y
3)Y
Insurance | See above, rates of people who just recently lost their health insurance lInsurance companies Dy
Y
3) Y
Health Status | See above Medicaid Dy
2)N
Y
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C.lL: Number of individuals who turned 65 in the past year, or number of individuals
Newly eligible for who became Medicare beneficiaries over the past year.; Number of Medicare
Medicare: enrollees per year: total enrollees and total benefit payments, By age, sex, and
race; And by type of expenditure
Accessto Care | See above HCFA, Medicare providers ny
)Y
- . )N —
Expenditures | See above Medicare providers Y
)Y
Y
Insurance | See above Medicare providers DY
Y
3y
Promary w cas of measutement are valiczed
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TABLE A — NCHS PRIMARY INDICATORS : DEFINITION — RELATED ANALYSIS

Indicator Description

 Suggested Definitionts)

Part(s) of Syst

Consumer confidence

that if they or member
of their family became
ill, they would receive
appropriate care

« A rating by surveyed hedlth care consumers of how confident they are that if
they or a member of their family became ill, they would receive appropriate
care -- usualy measured and compared periodicaly over time

Subpopulations (can vary in size):

. by length of plan enroliment and by number/ type of benefit options
by HMO/managed care (member or nonmember) or by insurance status (have,
do not have coverage) [Blendon 12/16/92]
by employment status (employed full/p-t, unemployed-looking for work, other
-- retired, student, homemaker, etc.) [Blendon 92 “Paying”]

. persons who have had direct (inpatient or outpatient) / indirect experience (via

friend/ family member) with hedth system by level of care (e.g. primary or

speciaty) and by type of provider (e.g. hospitd, clinic)

by socioeconomic factors: race (white, non-hispanic; black, non-hispanic;
hispanic or latino; other), income ($50,000+, $35,000-49999, $25000-34999,
$15000-24999, <$15000), age (in y. 18-29, 30-49, 50-64, 65+), education (college

grad, some college, HS grad, <HS grad) {Blendon 12/16/92]

Medicare/Medicaid persons

by consumer attitudes (e.g. willingness to use primary care doctors)
by household characteristics (e.g. number of people in family)

by demographic information (e.g. residence or geographical region)

Access availability of high technology, facilities, primary and 1 yes
speciaty care, health education on what is “ appropriate” 2. yes
care, insurance plan coverage and information on how to 3. yes
utilize benefits, physician choice

Quality provider technical and interpersonal skills, outcomes, 1. vyes
conditions of facilities, parts monitored for access, 2. yes
acceptability of payment arrangements, customer service of | 3.  yes
plan, plan marketing

Public same as parts monitored for access, quality, and consumer 1 yes

Perceptior satisfaction 2. yes
3. yes

Consumel same as parts monitored for access and quality 1 yes
Satisfactior 2. yes
3. yes

e ancas o measutement are gl (oed.
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Per centage of

population who feel
that US is spending
too much on health

« Ratio of the part of the population who chose the descriptor “ too much” when
surveyed about the amount of U.S. health dollars spent by the government
relative to the total number of people responding to the public opinion poll.
public opinion about the value of services and care received relative to ~ actual

Americans who had
jproblems paying

payments during the last year
A measurement of an action that has aready occurred and is being reported

care expenditures
Subpopulations (can vary in size):
same as above.
Expenditures costs of care and treatment covered by plan, copayments 1. yes
and deductibles, costs by level or disease (e.g. primary or 2. yes
cancer), %GNP on health care, costs of uninsured 3. yes
population
Insurance % of community that is,uninsured, copay and deductibles, 1. yes
costs of care and treatment covered by plan, characteristics | 2. yes
of insured, uninsured populations 3. yes
Public effectiveness of hedlth education efforts to teach public 1. yes
Perception what to expect from their care, marketing,efforts of plans 2. yes
about their costs, consumer satisfaction with access, 3 yes
gudity, costs, socioeconomic status of respondents '
Consumer: —_]prmce of financial barriers to care, effectiveness of plan ~T™1.  yes -
Satisfaction marketing and health educators 2. yes
3. yes
IPer centageof e  Pat of surveyed population who reported difficulties in making medical -

1imedical billslast year retroactively.
Subpopulations (may vary in size):
same as above
Expenditures T costs of primary and specialty care by type of disease, costsT~1. yes =
of technologica and pharmaceutica interventions, 2. yes
socioeconomic characteristics of respondents 3 yes
Insurance T premium, copays, and deductible costs, costs of care not ~T~1. yes
,covered by plan , plan coverage L2 yes
3. yes
Public . effectiveness of plan marketing and health education T yes
Perception  Efforts, parts monitored for insurance, consumer 2 yes
satisfaction and exenditures ! yes
Consumer same as parts monitored above; also, monitors any financid 1. yes—
Satisfaction barriers to appropriate and quality care 2. yes
! 3 yes
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Per centage of
population willing to
recommend their
current health plan to
friends and family

+  Part of surveyed population who would recommend their current health plan to
friends and family
A measurement which generally assesses the extent to which a member is
satisfied with the access, costs, and quality of care offered in his’her benefits
plan and specifically assesses a member’s inclination to act upon that
satisfaction.

Subpopulations (can vary in size):

same as above.

ccess availability of technology, facilities, primary and specidty 1 yes
care, health education on what is “ appropriate” care, 2. yes
insurance plan information on how to utilize benefits, 3. yes
ability to choose providers
Expenditures costs of primary and speciaty care by type of disease, costs | 1. yes
of technologica and pharmaceutical interventions, 2. yes
socioeconomic characteristics of respondents 3. no
Insurance premium, copays, and deductible costs, costs of care not 1. yes
covered by plan , plan coverage 2. yes
3. yes
Quality provider technical and interpersonal skills, outcomes, 1. yes
conditions of facilities, parts monitored for access, 2. yes
acceptability of payment arrangements, customer service of | 3. yes
plan, plan marketing
Consumer same as parts monitored for above areas 1. yes
Satisfaction 2. yes
3. yes
Per centage of Part of surveyed population who feel more satisfied with their current plan
population more than with plans they had in the past
satisfied with current | Subpopulations (can vary in size):
plan than those same as above
available in past
Access availability of technology, facilities, primary and speciaty L yes
care, health education on what is “ appropriate’ care, 2. yes
insurance plan information on how to utilize benefits i3 yes
Expenditures cogts of primary and speciaty care by type of disease, costs |I . yes
of technological and pharmaceutica interventions, ‘ 2. yes
l socioeconomic characteristics of respondents 3. no

O e eate ment ate il 1ned




Insurance premium, copays, and deductible costs, costs of care not 1. yes
covered by plan , plan coverage 2. yes
3. yes
Quality provider technical and interpersond skills, outcomes, 1. yes
conditions of facilities, parts monitored for access, 2. yes
acceptability of payment arrangements, customer service of | 3. yes
plan, plan marketing
Public effectiveness of plan marketing and health education 1 yes
Per ception efforts, parts monitored for all other areas noted 2. yes
3. yes
Consumer same as parts monitored for above areas 1. yes
Satisfaction 2 yes
3. yes
Measures of socio- Characteristics in the community regarding a person’s socia and economic
economic factor risk status which influence how healthy people are by restricting the extent to
(e.g., income) which individuals can participate in the health system.
Measures factors peripheral to the system which nevertheless are influential on
how efficiently and effectively the system works
generally measures impact of income/education, race, gender,and age on the
population’ s health status
Access availability of facilities, providers, and treatments, primary | 1. yes
care (i.e, senstivity of GPs to how patient’s income level 2. yes
and race create psychosocia burden affecting patient’s 3 no
participation in health system), non-system community
characterigtics (e.g. unemployment)

Utilization non-system, primary care (access to culturally and I. yes
linguigtically competent GPs), conditions of facilities, 2. yes
insurance coverage 3 no

Expenditures Medicaid/Medicare costs, costs of uninsured, costs of l. yes
various insurance plans, costs of avoidable care, costs of 2. yes
care by level and by disease (e.g. primary and heart disease) | 3. no

|nsurance level of coverage and amounts of copays, deductibles, and 1. yes
premiums, non-system community characteristics 2. yes
3. no

Proniany arcas ot ieasurement are dalicized.
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Health Status outcomes disaggregated by nonsystem community 4, yes
characterigtics (e.g. race, income, sex, education), health 5. yes
promotion and prevention efforts of PHS and hedth plans 6. no

Consumer same as parts monitored for all areas noted 1 yes
Satisfaction yes
3. no

Vot bbb e el 0 edld
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Part 1- Current Use and Testing




TABLE B — NCHS PRIMARY INDICATORS — IMPLEMENTATION — RELATED ANALYSIS

4 Indicator
* Description -

anmaicator:

Federal and state gov'ts, to

Time series

Used in research and public education,

7% pop who are Access-N (1) Research on accuracy of
smokers track progress, esp. toward HP | intermittently but most importantly to monitor progress | Util-Y estimate?? (check with NCHS)
2000 goals. Widely used at since 1976 toward smoking reduction targets. Exp-Y (2)Volumes of research on
national and state level by (NHIS) Active monitoring (e.g, former Surgeon | H.S.-Y adverse hedth effects of smoking.
public hedlth officials, General Koop)
lobbyidts, etc.
% pop. who are Federal and state gov'ts, to Orig. survey in Used in research (), public health Access -N (1) Research on accuracy of
overweight track progress, esp. toward HP | 1959 to obtain promotion efforts (?) util -Y estimate?? (check with NCHS)
2000 goals. stats on medical Exp-Y (2)Volumes of research on
and physical H.S.-Y adverse hedth effects of being
charctrstcs of overweight.
U.S. pop..
% pop/ with Federa and state gov'ts, to NHIS 1983, 85, Used in research (?), public hedth Access -N (1) Research on accuracy of
excessive acohol track progress, esp. toward HP | 88. NHANES promotion efforts (?) util -Y estimate?? (check with NCHS)
consump-tion 2000 goals. 1971-, Exp -Y (2) Volumes of research on
BRFSS began H.S. -Y adverse hedlth effects of
1984 excessive drinking.
% of pop. Federal and state gov'ts, to BRFSS since Used in research (?), public hedth Access-N (1) Self-reporting an issue (i.e., in
reporting regular track progress, esp. toward HP | 1984. 29 promotion efforts (?) util-Y states with seat belt laws, people
seat belt use 2000 goals. individual states Exp-Y less likely to admit non-use).
State health departments, state | since 1981. HS -Y Compare reported seat belt use
governments, to track rates to auto accident injury &
compliance and effectiveness fatality rates, analyzing states w/
of seatbelt laws. and without seat belt laws
separately.
(2) Volumes of literature on
preventive value of seat belts.
Infant mortality National, state, and local Since at least Important measure used as indicator of Access -Y Three different definitions of
risk composite governments 1950. By race health status of nation and access util -N perinatal mortality are used.
(perinatal (b/w) since 1979. | between groups. Also used for int’l Exp-N State reporting requirements
mortality) comparisons. Ins-N differ, making more narrow
H.S. -Y definitions problematic more

unstable for comparison between
states.

Careful of definitiona changes in
analyses Of time series data.
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Infant mortality National, state, and local Since at least Important measure used as indicator of Access -Y Careful of definitional changes in

risk composite governments 1950. By race health status of nation and access Util -N anayses of time series data.

(infant mortality) (b/w) since 1979. | between groups. Also used for int’| Exp -N Widely held as a seminal health
comparisons. Ins -N indicator of a community, but not

H.S. -Y very specific, i.e, where is
problem, what policy options are
aoolicable?

Infant mortality National, state, and local Since at least Important messure used as indicator of Access -Y Careful of definitional changes in
risk composite .governments 1950. By race ‘health status of nation and access util -Y anayses of time series data
(low birth weight) ((b/w) since 1979. | between groups. Exp -Y

Ins -N

CS.-Y
Mortality rates by | IPHS as part of national health 1933 for national | :Important measure used as indicator of T Access -y Tn analyzing time series data,
.age group, by SES | objectives. State and local «data for all states. | Jhealth status of nation and access Ins -N careful to adjust for epidemicg

{governments. |between groups. HS. -Y and other non-trend effects.

Qual -Y Risk-adjustment for quality
measures diffucult, and also
limited (because only looks at
mortality and not morbidity or
-positive outcomes)

1Disahility rate 1PHS as part of national health | 1969 1Part of National Health Interview AccessN \Compare various estimates of |
«composite index objectives; congress and the «Survey, designed to collect data for wide [ iUtil -Y ,disability to each other (i.e,

joresident, to aid in making :n-ray of research questions on health 1Exp-Y iNHANES versus NHIS)

resource alocation decisions. pehavior, status, use, and expenditures. jlns -Y

|H.S.-Y

+Adult screening I’HS at national level. ;1969 "Tracking progress toward national goas -_‘Access -Y | (Compare national surveys (NHIS,
1ates for cancer, Jlust beginning to be collected | Very recently at 1*or screening for preventable diseases, \Util -y INHANEY)
liabetes, ait the plan level (e.g., Kaiser plan level. which is an important area of potential 1Exp -Y
Ihypertension INorthern California) giavings. IH.S. -Y
((relative to age/sex Qual -Y
@ppropriate tgt) |
IRate of PHS, congress. 1988-89 Compare groups (poor versus non-poor) Access -Y | Prospective data collection. N
“ avoidable’ ‘Part of two recent reports on 1to get at differences in access. util -Y Some kind of retrospective
thospitalizations ;access (IOM, RWJ). Exp -Y analysis of NHIS data?

H.S. -Y

% of emergency 1PHS, congress. 1994 (data {Compare groups (poor versus non-poor) ——‘ Access -N n/a
room visits for (collection just {to get at differences in access. -Util -N
:non-urgent reasons 1 beginning) "Exp -N
(Qual - N
"Years of hedlthy 14s part of Health People 2000 | 1980, but «‘Bottom line” health status measure, JAccess-Y | .nfa
1life i nitiative of PHS 1nethodology still | {racked as one of three broad goals of JH.S. -Y
taeiing refined 1] Healthy People 2000 initiative. — Qual - Y
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' Description ;
) ‘ e , L o YN
Years of unhealthy | As part of Health People 2000 | 1980, but “Bottom ling” health status measure. Access-Y
life initiative of PHS methodology still | tracked as one of three broad goals of HS. -Y
being refined Healthy People 2000 initiative. Qual -Y
Context indicators:
Composite score No published composite score | Dependscon data | Track effects of environment, which can | Access -N Compare trends with measures of
of environment- currently being tracked. element used. put other health status measures into util -N environmental safety. such as
induced risk context when tracked over time or HS -N pollution, toxic waste exposure.
compared between groups.




TABLE B — NCHS PRIMARY INDICATORS : IMPLEMENTATION — RELATED ANALYSIS

Current Use ik
Indicator o g R Prior Testing
Description m‘;:zd © - Howlong Purpose YIN
Premature Healthy People 2000: Data from the 993 (latest) To determine years of Access. Y Compare premature to overal chronic disease
Chronic Disease | National Vita Statistics System potential life lost due to Hedlth status: Y nortality. Premature: defined as ages 25-64 (Stoto,
Mortality premature (under 65) Quality: N 1992). Time trend analysis (changes in premature
mortality chronic disease mortdity over time), Relative risk
regressions.
Percentage of Not available; Similar indicators 1992 (for al data) To determine access to basic Access, N Time trend analysis
Population with | include: # of primary care care services Utilization: Y
regular source of | physicians, ambulatory physician Health status: N
primary care contact, interval since last physician Public perception:
wisit, and physician office vidits N
ggeneral and family practitioners)
Out-of-pocket Health Care Financing 1960-1991 To determine personal health | Access: N Sdlf-reported NMES may have respondent biases.
spending as a Administration, Office of the expenditures (broken down by | Expenditures: Y Compare out of pocket spending reported in self
per centageof Actuary, Office of National Health hospital care and nursing Insurance: Y reports to estimates of personal out of pocket
disposable Statistics- Data on personal health home care) Public perc.: N spending based on insurance company and
income, acute expenditures Cons. Satis.: N Medicare/Medicaid expenditures.
care
Out-of-pocket See above (data broken down into 1960-1991 To determine personal health | Access: N Self-reported NMES may have respondent biases.
spending as a nursing home costs); Related expenditures (broken down by | Expenditures: Y Compare out of pocket spending reported in self
percentage of indicator: Out of pocket expenditures hospital care and nursing Insurance: Y reports to estimates of personal out of pocket
disposable of income devoted to health care home care) Public perc.: N spending based on insurance company and
income, long expenses by persons 65 years of age Cons. Satis.: N Medicare/Medicaid expenditures.
term care and older.
Extent of covered | Not available 1992 To determine availability of Access: N Vdlidity of definition for “ set standard”
services relative coverage for basic services, Utilization: N
to set standard also an indicator of access to Expenditures: N
services Insurance: N
Qudlity: N
Public perc.: N
Cons. Satis.: N
Percentage of Current Population Survey 1990 To determine the percentage Access: N Time trend analysis
population with of population who has util.: Y
health insurance insurance coverage for basic Expend.: Y
coverage services Insur.: Y
PP Y
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Newly enrolled in | Health Care Financing 1992 (latest) To determine the total amount | Access: N Time trend analysis
Medicaid Administration of new Medicaid recipients Exp.: Y

Insur.: Y
Distribution of NCHS, 1992, and U.S. Department 1991, 1992 (latest) Breakdown of insurance Access: Y Correlation between different types of coverage and
population by of Commerce, Bureau of the Census, categories (private insurance, Insur: Y population characteristics.
primary source Current Population survey, 199 1 Medicaid, Medicare,
of coverage uninsured, etc.)
National health HCFA, data analyzed by the 1991 Provides percentage of GDP Exp.. Y Time trend analysis
sending as a Organization for Economic spent on health-related PP. N
per centageof Cooperation and Development activities
GDP
Utilization of Not available; Similar indicators: # - A measure of access and use Access: Y Compare outcomes to target levels, compare to
primary services | of peoplein poor or fair health who of basic, primary services util.: Y baseline data (if available)
(relativetotarget | have not contacted a physician in the Ins.: Y
levels) past year and average # of annual HS: N

physician contacts by those in Qual.: N
poor/fair_health

Utilization of See above -- A measure of access and use Access: Y Compare outcomes to target levels, compare to
preventive of basic, preventive services util. Y baseline data (if available)
services (relative (such as immunizations, Insur.: Y
totarget levels) prenatal checkups, €etc..) HS: N

Quality: N
Mix of available | Distribution and proportion of - Utilization rates and Access. N Compare to basdine (if available); Compare basic
health physicians by type of practice is availability of primary care util.: N services, for example: immunization rates, with
professional available physicians (based on set Exp.: N agreed upon target levels; Content validity- what is
relative to a standard of avg., physician Qudity: N “best practice”?
“best practice’ visits per year and no. of CS N
standard physicians needed to provide

care based on pop. density of
the area)

Rate of Not available; FDA may have - Number of new patents on util.. Y Time trend analysis
pharmaceutical medica technology per year Exp.: Y
and other
technological
innovation
Hospital patient Vita statistics records may keep data Rate of mortality for hospital Access. N Time series; Compare hospital discharges (due to
mortality rate by | on number of inpatient deaths (look inpatients util.: Y death) or hospital death records to Vital Statistics data
age group at location of death) HS: N (based on death certificates).

Quality: N

CS'N
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Context

Census Bureau, Current Population

1993

Gives an edtimate of the newly

Indicator: Survey | uninsured.

Newly

unemployed/ FT

employed

Context National Health Interview Survey; 1990; 1991- NHIS; HCFA- |[To forecast the increase in
Ind.icator: Hedlth Care Financing through 1992 Medicare beneficiaries
Newly eligible Administration (important for determining
for Medicare Medicare budget)
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TABLE B — NCHS PRIMARY INDICATORS : IMPLEMENTATION — RELATED ANALYSIS

! ipti rrent Us Prior Testing . | - Possible Testing (brief description of statist]
ndicator Description @rren;Uu CUYIN L T estingy
" Where/ How Long Purpose

Who - — T ——————
Consumer confidence | «  employers “confidence’ isastandard | "Confidence” is measured by Access - no . time trend analyses (noting d‘f. erent w.or t1ng§),
that if they or o business coditions indicator used in polls; economists to predict Quality - no data should be timely and consistent with findings
member of their consumers however, it has only consumer spending activity. Public Perception- across multiple surveys and time periods
Family became ill, . HMOs recently (about 1990 when | As health care indicator, may | no context effects, i.e. effects of biased or confusing
they would receive . indemnity insurers political interest peaked) predict public support of Consumer question wordings . .
appropriate care providers been applied in health hedlth legidation. Could aso |Satisfaction - no . sampling and administrative reliability, i.e. assign

labor organizations
government agencies
researchers.

policy makers

hedlth care indicators
appear in public polls
without regularity or
consistent wordings

care.

be tracked over time using a
reference point to see how
policy changes have affected
consumer attitudes about the
health system (e.g. confidence
before and after change in
provider services).

proper weights to control for sampling errors,
effects of survey setting (e.g. hospital) on responses
validity: content, item groupings, rating scales
accuracy, i.e. vulnerability of data to manipulation,
screening’ questions to ensure respondents
understand questions

clarity of measurement objectives (i.e. claify
what type of care is measured -- member, patient,
or visit).

process issue: survey methods, instruments, and
findings should be available for independent
scrutiny, e.g. make polls available in entirety to
archival organizations such as Roper Center for
Public Opinion Research.

Per centage of employers collected without to determine public view | Expenditures-no see above
population who feel . business codlitions regularity or consistent of government/ InsuTanceno .
that USis spending . consumers wording in recent years individual Americans Public Perception-
too much on health . HMOs (coincident with health spending on health care | no
care indemnity insurers reform debate) could be tracked over Consumer
providers time from a reference Satisfaction-no

labor organizations
government agencies
researchers
policymakers

point to see how policy
changes in medical
expenditures impact
public views
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see above.

Per centage of « employers collected without e  to determine how many Expenditures-no
Americans who had business codlitions regularity or consistent people in the US actually | Insurance-no
problems paying consumers wording in recent years experienced problems Public Perception- Blendon (“ Paying” 92) stresses the importance of direct
medical bills last HMO:s (coincident with health with the medical costs of | no vs. proxy (there are many) measures and suggests that
year indemnity insurers reform debate) the hedth system Consumer the indicator be compared to insurance status and to
providers could be tracked over Satisfaction-no how families cope with redlities of illness and disability.
labor organizations time using benchmarks
government agencies to signa how policy
researchers changes affect the way
policymakers the public reports
financid difficulties in
paying for hedlth care
Per centageof Users include: 1. every other year since 1. report card during open Access-no see above
population willingto | 1.  Bay AreaBusiness 1991 Enrollment to aid consumer Expenditures-no
recommend their Group on Health & CA | 2. once ( 1994) choice, plan QI Insurance-no Surveys usualy have a core set of measures that
current health plan Public Employees 3. every other year since 2. report card during open Quality-no summarize the results of subindicators. This indicator is
to friends and family Retirement System 1991 snrollment to aid consumer Consumer a subindicator/proxy for satisfaction and tests have
2. Center for the Study choice, plan QI Satisfaction-yes shown that it correlates well. The indicator is
of Services/Office of 3. report card during open commonly used in surveys, but it can be asked in
Personnel Management snrollment to aid consumer different ways/with different wordings.
3. MN Joint Labor choice, plan QI
Management 1. marketing and QI for
Commission on Health zroup hedlth plans
Plans & Dept. on 5. QI
Employee Relations
4. HMO Group 4. every 2 years since 5. help employees choose ** note: prior testing is a category involving many levels
5. Ohio State (c.f. Hedth | 1988, but in 1992 slan, QI and types of testing. Validity of content, item grouping,
Institute) «changed to phone survey, and response scales have been tested. However, no
6. GTE, Xerox, DEC S0 wording may be ¥ this indicator is usudly reliability tests have been done to see if people who are

1/26/95

different

5. 1994 once

6. 1993 but may repeat in
1995 (survey designed for
use every two years)

:ompared to measures of
disenrollment to capture best
picture of consumer
satisfaction with headth plan

willing actually do recommend their plan. Current
users find that the indicator is very good as a proxy for
satisfaction with plan and do not think that there is a
need for the costs of testing such reliability.




e see above

Other Validity Issues:

. clarity of measurement objectives (i.e. clarify
what is measured -- member, patient, or visit
satisfaction).

Additional considerations are how satisfaction
ratings are influenced by different settings in which
care is given and by sampling biases.

Content analysis of letters of complaint may aso
contain useful information relevant to this
indicator.

Even if testing is too costly to conduct, the value of this
indicator for policy purposes may make it worthwhile
for NCHS to collect data for this measure. Current users
cite the need for the indicator to be used in a nationa
survey. They are concerned that their measurements are
based on non-representative samples. Survey
respondents have coverage and tend to be employed by
the most forward-thinking employers (who have in most
cases sponsored the survey). NCHS use of this indicator
could thus provide comparative data to guide policy
making.

Percentage of
population more
satisfied with current
plan than those
avalable in past

employers

business coditions
consumers

HMOs

indemnity insurers
providers

labor organizations
government agencies
researchers

policy makers

to determine whether
consumers are satisfied
with changes in plans;
would be most useful if
compared over time from
a reference point in order
to track how specific
policy changes in
benefits have impacted
consumers and to what
extent

Access -no
Expenditures-no
Insurance-no
Qudity-no

Public Perception-
no

Consumer
Satisfaction-no

see above

To test reliability, compare this year's disenrollment rate
with last year's rate.  To test specificity, compare this
year's satisfaction with particular benefit options to the
satisfaction reported last year.
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Measures of socio-
economic factor risk
(e.g., income)

Users include:
1. Bay AreaBusiness
Group on Health & CA

Public Employees
Retirement System
2. Center for the Study
of Services/Office of
Personnel Management
3. MN Joint Labor

Management
Commission on Health
Plans & Dept. on
Employee Relations

4. HMO Group

5. Ohio State (c.f. Health
Institute)

2]

. GTE, Xerox, DEC
7. NCQA , UAW, GM,
Ford, Chryder, &
Michigan State
8. Fordham Ingtitute for
Innovation in Social

Policy

1. every other year since
1991

2. once (1994)

3. every other year since
1991

4. every 2 years since
1988, but in 1992
changed to phone survey,
so wording may be
different

5. 1994 once

6. 1993 but may repeat in
1995 (survey designed for
use every two years)

7. once (1992)

8. since 1987--tracks
change over past 23 years

1. report card during open

enrollment to aid consumer

choice, plan QI

2. report card during open

enrollment to aid consumer

choice, plan QI

3. report card during open

enrollment to aid consumer

choice, plan QI

4. marketing and QI for

group health plans

5 Ql

6. help employees choose

plan, QI

7. Ql

8. Index of Socia Hedth
measures nation’s
progress in addressing
major socia problems
for academics, policy
makers. and consumers

* note: this indicator
is generdly included in
surveysto lest for
sampling biases

Access-no
Utilization-no
Expenditures-no
Insurance-no
Hedth Status-no
Consumer
Satisfaction-no

* may be helpful to see methodology paper by Fordham
Ingtitute on Index of Social Hedlth -- in press, available
in “few months’

A problem that has been found when the reliability of
this indicator has been tested is that there is a trade-off
of respondent trust/willingness to complete the survey.
Many models have been tested to see what the best way
of administering/using this indicator is (e.g. in the 70s
the RAND Health Insurance Study looked at income
and tried to test reiability by requiring use of tax forms,
etc. -- this made respondents unhappy). However, the
indicator is commonly included without testing of the
specificity/ rdiability of the indicator, especialy as it is
worded. There is consensus that the measure is
important, but testing is usudly at the level of factor
analyses and significance with a good faith assumption
that the measure gives a reliable measure of risk factors.
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Part 2—- Current and Potential Data Sources
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L sescription

Adult screening
fates for cancer,
diabetes,
hypertension
(relative to
age/sex
appropriate tgt)

NHIS (annual), NHANES

Rate of
“avoidable’
hospitalizations

NHIS

Note: datain IOM & RWJ access rprts came
from hosp dischrge summaries; would require
prospective data collectn? what about hosp
dischrg survey?

% of emergency
room visits for
non-urgent
reasons

NHAMCS (emergency dept summary, annual)

Years of hedthy
life

Hedlth status data from NHIS, combined with life
expectancy data from National Vita Statistics System

Years of Hedlth status data from NHIS, combined with life - -
unhedthy life expectancy data from National Vita Statistics System

Context

indicators:

Composite score
of environment-
induced risk

Nationa Vital Statistics System (mortality data),
NHANES, Nationd Hospital Discharge Survey (for
asthma hospitalizations)

CDC Surveilence systems,
EPA data systems
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TABLE B — NCHS PRIMARY INDICATORS : IMPLEMENTATION — RELATED ANALYSIS

NCHS Survey Other Sur veys .
Dler;ciﬁator Currently Available ., Potential Currently Available .+ Potential Vehicle
ption S IEEER. YRR
Vehicle

Premature Chronic vlortality rates, by disease and age are available; could be - Yes, from National Vital Statistics System -
Disease Mortality iggregated to give rate of premature chronic disease mortality;

NHIS, sections I-6 on the Conditions List (“ Have you ever had

:oronary heart disease, hypertension, rheumatic heart disease,

ite..")
Percentage of No (Similar data available); NHIS- “ What types of doctors have -- No (AMA hasinfo on # of primary care No
Population with you visited in the specified two week period?’ physicians)
regular source of
primary care
Out-of-pocket Yes (Office of National Hedlth Statistics); NHIS - NMES, exhibit 13, Flat Fee Section, asks --
spending as a about types of visits/services covered by a flat
percentage of fee. L6: coverage by insurance, other source,
disposable income, etc.., L7. tota charge you paid (whole section)
cute care
Out-of-pocket Yes (Office of National Hedlth Statistics), NHIS - NMES; Families USA Foundation, 1992 for
sspending as a out of pocket costs for elderly, break down to
percentage of long-term costs
disposable income,
long term care
[Extent of covered No; Similar indicators include: Heslth care coverage for persons - NMES asks about types of insurance, “ extra -
sarvices relative to | >65 yrs (over <65 yrs), according to type of care and selected cash, insurance that pays only for certain
set standard characteristics (CDC, NCHS, from NCHS) services, etc. (Exhibit 30)
Percentage of Yes -~ Current Population Survey, Census Bureau, -
population with 1991; NMES, exhibit 30 (By Medicare,
hedlth insurance Medicaid, private, and other)
coverage
Newly enrolled in No No HCFA, 1992 -
Medicad
Didtribution of Yes -- Yes, Department of the Commerce, Bureau of -
population by the Census, NMES has location, type of
primary source of coverage (Similar to this indicator)
coverage
National health No No Yes, HCFA Ofice of the Actuary

spending as a

Poteontan e
-
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Newly unemployed/

Population Survey- Question 24a: “ When did

Utilization of No; Similar dataincludes: # of primary care physician contacts, - NMES, Exhibit 20, asks about vidits to -
primary services interval since last physician contact, #of office visits to physicians medical providers and to which type of
(relative to target providers (J 13)
levels)
Utilization of No; Similar data includes: # of primary care physician contacts, NMES, Exhibit 20, asks about visits to -
preventive services | interval since last physician contact, #of office visits to physicians medical providers and to which type of
(reletive to target providers (J 13)
levels)
Mix of available No No No; Similar- AMA has statistics on the -
health professional distribution and characteristics of practicing
relativeto a“ best physicians
practice” standard
Rate of No No Yes FDA -
pharmaceutical and
other technological
innovation
Hospital patient People who died during the reference period are not included in Yes- mentioned in IOM: Access to Care; -
mortality rate by NHIS. NMES has some data on inpatients, but not
age group death rates; AHA has hospital discharge rates
that include deaths, could be broken down for
deaths only.; Vita statistics data
Context _Indicator:| No No NMES has employment data; Also, Current --

and benefit payments per year.

FT employed .. last work for pay at aregular job or
business, either full-time or part-time?’
Context Ind.: Yes, NHIS asks about Medicare status (Section L, Question 1, *; - NMES has Medicare enrollees, enrollment -
Newly eigible for Could compare increase on an annual basis) dates, etc..; HCFA, Bureau of Data
Medicare Management and Strategy has no of enrollees
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TABLE B NCHS PRIMARY INDICATORS : IMPLEMENTATION — RELATED ANALYSIS

Dl:s‘l'r‘;;‘;’:n NCHS Survey Other Surveys
Currently - Potential - Currently Avatlable ", . Potentlal Vehicle SR
Avaitable Vehicle o
Consumer none National Health Interview Survey 1993, 1994 lone, athough polls do ask about confidence in « LA Times 9/28/93 survey asked Americans to rate
:onfidence that if HIS-3 Supplement Part A Joctors, insurance companies, pharmaceuticals their hedlth care in these areas: providing benefit
hey or member of Access to Carel <ecurity; being affordable; alowing sdlection of
‘heir family became doctors, hospitals, and medical services;
1, they would “isthe -- able to provide for most of -- needs promptness, i.e. making sure you don’t have to wait
-eceive appropriate when -- is sick?’

for treatment or payments; providing access to the
best hedth care; convenience, i.e. providing

“|s there a person or place that -- usually goes treatment and services at a reasonable distance from
fto when -- needs routine or preventive medical home

care? "

;are

“ At any time in the past 12 months did anyone
in the family CHANGE the place to which he
or she usually goes for medical care?’

Could be asked in polls by:

. commercia pollsters (eg. Galup, Roper,
Yankelovitch, Harris) perform syndicated surveys
as well as custom polls which might include this
measure

. media pollsters (e.g. CNN/USA Today, LA Times
CBS/New York Times, ABC/Washington Post)

. political polling groups (e.g. Democratic party)

« academic/think tank polling groups (e.g. National
Opinion Research Center)

look at satisfaction with health care provider as a
Imeasure of confidence in care e.g. how often, how
llong, doe the patient see the same physician or
provider?

1126195



. [Blendon ‘93 * Bridging’] CBS News/ NYT 2/93

. polling groups listed above

Per centage: of none National Health Interview Survey 1993 and
population whe feel 1994 Supplement. c.f. Part C Private Plan & survey: “ (agreef disagree) spending too much/too little | . related indicators appear regularly in polls, eg.
that US is spending Coverage Detail: "In (months), how much did | ©on health as a nation [or] spending too much/ too few | Wall St. INBC 6/91 “ Which of the following four
too much on health [youlyour family] spend for hedth insurance of our tax dollars on heslth care”’ issues is the most important health care issue facing
:are premiums for (plan name)? Please include + NORC annual General Socia Survey with national the country at the present time? High cost of care,
payroll deductions for premiums’ “During the | full sample (since 1973) problem of uninsured, access to health care, quality
past 12 months, about how much did [you/your | « Kaiser/ Harvard/Princeton Survey Res Assoc of hedth care, other/not sure”
family] spend for medical care? Do not include | » Gallup (1989)
the cost of over the counter remedies, the cost
of health insurance premiums, or any costs for
which you expect to be reimbursed.” for both,
aresponse scale of (in dollars) zero, 1-9, 10-19,
20-49, 50-99, 100-199, 200-499, 500 or more,
don't know).
Per centage: of none National Health Interview Survey 1933 and . “Has your household been hurt financially by . polling groups listed above
Americans who had 1994 Supplement has proxy questions related medical bills or experienced cutbacks recently in . Kaiser/Harvard/NORC Survey composite measure
problems paying to thisindicator: c.f. part C Private Plan & health benefits or been made to pay more of health of problems paying medical hills “ Did you have any’
medical billls last Coverage Detail, Part A Access “ During past insurance costs?’ (NYT/ CBS 8/9 1) of the following problems since [date 1 year ago]?’
year 12 months, has anyone in the family delayed among other items “ having enough money..." :
seeking medical care because of worry about to pay doctor or hospital bills, "...for prescription
the cost?’ drugs,” "...for nursing home services,” "...for
yourself or another family member,” “...to pay for
home hedlth care services’
Percentage none add to NHIS Supplement sections on access GHAA: National Research Corporation

population willing
L orecommend their
current health plan
to friends and
family

and coverage.

“Would you recommend your current health insurance
plan to your family or friends if they needed care?
Definitely yes, probably yes, probably not, definitely
not. "

PSQ Form I

AHA Hospital Survey

Picker Commonwealth Survey
Harvard Community Health Plan
AHCPR Survey (in development)

EHCVS: same
question as GHAA survey

CSS/OPM: same as GHAA plus “ If the cost of plans
were not a concern, would you recommend...”

CalPERS: “ How likely would you be to recommend
your plan to a fellow employee or retiree? very likely,
somewhat likely, neutral, unlikely, very unlikely”

HMO Group: (phone) same as GHAA
1 ISQA. yes/no “ Would you recommend this hospital

o a tniend or loved one?" “ Would you recommend
your attending doctor to a friend or loved one?’

»  NCQA/Michigan survey

+ NCQA Consumer Information Report Card (in
development)
NCQA survey of Medicaid population (in
development)
MN State survey
new survey by CareData Reports Inc. -
waiting for info they have sent
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ercentage Of
»opulation more
iatisfied with
wrrent plan than
‘hose available in
past

no

{ational Health Irterview Survey Supplement
section on private plan and coverage detail)

one with this wording

all “other surveys’ listed in row above

Siome surveys have asked questions which are
felated to this indicator.

-- Conference Board Poll 9/92 asked Americans
about their impressions of the value they got for
what they were charged

-- Fact Finders/Novalis Corp poll 1/14/93 asked
about satisfaction with quality of hedth care
services they now receive.

Measures of socio-
economic factor
risk (e.g., income)

National
{ealth
nterview
survey
1993, 1994
supplement
1l Booklet

| Smilar survey with a larger sample size

surveys that collect measures on income, age,
:ducation, race, and gender:

»  GHAA

» EHCVS

»  HMO Group

»  NCQAMI

» CSS/OPM

»  Picker Commonwealth
»  CalPERS

»  USQA

»  Commonwealth Fund National Hosital Survey

could be included in al other surveys listed
previously

the number of surveys and questions identified
depends on which social and economic
measures are included in this indicator --
income, age, education, race, and gender are
identified here

“Risk” can be measured by many proxy
indicators, and many different types of
questions are used; risk of what (e.g., reduced
access to care, getting a particular disease
because of race) needs to be clearly defined.
most surveys collect data on income,
demographics to understand their samples --
individually, these might not be that
informative of associated hedlth risks (e.g., a
question about what income status is reveals
less about risk compared to a question about
how income status affects access to care, but
this can vary depending on how the total data
collected is available)
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CONSOLIDATED LIST OF "SECONDARY'' MEASURES/INDICATORS

X = Can serve as one of either Leading,
Lagging, or Coincident

Indicators™

Expenditures

Preventive Care/Screening

Immunizations

% adults age 65+ immunized for pneumonia
&influenza

% children with age-approp. immun.

Cancer Screening
colorectal cancer screening
(% receiving digital rectal exam, %
receiving blood stool test for colon/rectal
cancer, % receiving proctoscopic exam
for colon/recta cancer)
Women's Cancers
breast cancer screening
(mammography as age-approp.)
% women age18+ receiving pap test

Heart Disease
cholesterol screening rate
hypertension screening rate

Maternal & Child Health

% pregnant women with prenatal carein 1 st
trimester

% pregnant women obtaining adequate
prenatal care

Family Planning
% with at least one family planning visit

Adverse Outcomes

% with activity limitationg/restrictions

Deaths from injuries (maybe under
behaviora 7?)

Dental health
% children with >1 cavity
% of adults with no teeth
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CONSOLIDATED LIST OF ""SECONDARY'" MEASURES/INDICATORS (CONTINUED)

X = Can serve as one of either Leading,
Lagging, or Coincident

- Access

Utilization

Expenditures

nsurance {.

" Health
- Status

STDs and Communicable Diseases
tuberculosis incidence
congenital syphilis incidence
AlIDSincidence
HIV infection rate
other STDs incidence

X

X

“Inappropriate??’ Utilization
admissions for referral sensitive surgeries??
avoidable hospitalizations for acute conditions
asthma inpatient rate
substance abuse/mental health readmissions

Maternal & Child Health

incidence of low birth weight

perinatal mortality

inpatient infant mortality (duplicate??)

infant mortality (41 year)

incidence of vaccine preventabl e childhood
diseases

measles incidence (component of above??)

Cancer
incidence of late stage breast cancer
incidence of |ate stage cervical cancer

Environmental

% children tested & with blood lead levels.15
mug/dl

violent crimes/| .000

X?

Family Planning
% births unintended at time of conception

Basic Utilization M easur es

General Medica
medicine/surgery hospital admission/I,000
outpatient visits/l,000

Primary Care
adult primary care visits
OB/Gyn visits/l ,000
pediatric visits/l ,000

941C0297



CONSOLIDATED LIST OF ""SECONDARY ' MEASURES/INDICATORS (CONTINUED)

x = Can serve as one of either Leading,
Lagging, or Coincident

Indicators =

Access

Ufilization

wékfeﬁdhﬁgég Insurance”

. Health:
Status -

Emergency/Intensive care
emergency room visits/l ,000

neonatal intensive care unit admission/l ,000

X

Mental Health & Substance Abuse

ambulatory chemical dependency
admission/l ,000 & ALOS

inpatient mental health admission/l ,000 &
ALOS

inpatient chemical dependency
admission/l ,000 & ALOS

substance abuse readmissions

C-section rate

Expenditures

Total Expenditures
by type of service

Public Expenditures
Medicare
Medicaid
other federa
state-funded

Private Expenditures
private insurance
employer sponsored
total
employer share
individually-purchased
consumer payments
(total, per capita, as % of family income)
out-of-pocket
premiums

% with financial status seriously hurt by
medica bills

Uncompensated Care
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CONSOLIDATED LIST OF "'SECONDARY' MEASURES/INDICATORS (CONTINUED)

x = Can serve as one of either Leading,
Lagging, or Coincident

Access

Utilization

Expenditures

Insnrance

Health | o>
Status |

I nsurance Status

Managed Care
HMO enrollment

Lack of Insurance
length of uninsured episodes
newly uninsured

Insurance Coverage
Medicare enrollment
Medicaidenrollment
private insurance coverage

Benefit cuts or premium and cost-sharing
increases

New Demand
newly privately insured individuals
new Medicaid approvals

New Supply
newly licensed primary care practitioners
newly certified specialists

Behavioral Factors

prevalence of cigarette smoking
prevalence of obesity

prevalence of excessive acohol use
prevalence of substance abuse
prevalence of seat belt use
prevalence of regular exercise

Wait Time
actual or average time to get an appointment

94JC0297
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Asnoted in theintroduction to thefinal report, over the course of this health reform
indicator project there have been important shiftsin the direction of health reform policy and the
level of near-term implementation. The focus of reform activity haslargely shifted from the
national level to the state level. Individual states, responding to their own particular
circumstances, have generally taken different approachesto reform. Thisintroduces an analytic
challenge in terms of identifying indicators to monitor the impact of policies.

To help NCHSin addressing indicator needs associated with state level monitoring of
reform, Lewin-VI-11 has developed a preliminary analysis to identify common areas of focus in
state-level reform policy, and indicators that would: suggest the need for reform policy in these
areas; or gauge the impact of reform policies implemented to address these areas. The third
element of the analysis addresses the level of data needed (e.g., nationa level or state level) and
potential data sources.



DRAFT

PROPOSED INDICATORS FOR MONITORING HEALTH REFORM ACTIVITIES AT THE STATE LEVEL

REFORM ACTIVITY

INDICATOR

LEVEL OF
AGGREGATION

AVAILABILITY

CONSTRAINING EXPENDITURES

Expenditure Limits
Hospital Rate Setting
Regulation of Physician Fees

Certificate of Need

Restrictionson Provider
Self-Referrals

Malpractice Reform

Total spending for health services (public and private)

Total spending by payer (private, Medicaid, Medicare,

out-C -of-pocket)

Total spending by prowder (hospltal phySI cian, dental
pharmaceutical, long-term care)

Per capita out-of-pocket spendlng by prowder (hospital,
physician, dental, pharmaceutical, long-term care)

¢ Expansion of capacity

. New facilities

. Additional beds

. New services

« New technology

'+ Spending on capital expansion, renovation
Number of malpractice claims

Level of malpractice awards

National
State

National

National
State

National
State

National
State
By Facility

State
State

HCFA Health Accounts

HCFA Health Accounts

HCFA Health Accounts

Partial Availability from the
AHA Survey

Y4CBUNYS

LEWIN-VHI, INC,




DRAFT

PROPOSED INDICATORS FOR MONITORING HEALTH REFORM ACTIVITIES AT THE STATE LEVEL (CONT.)

LEVEL OF

REFORMACTIVITY INDICATOR AVAILABILITY
AGGREGATION
EXPANDING INSURANCE ¢ Number of characteristics of the uninsured (e.g., age, National CPS
AFFORDABILITY sex, race, income, employment, status) State CPS
‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ Sub-state N
¢ Consolidated Purchasing ¢ Duration of uninsurance National NMES
State N/A
IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII _ Sub-state N/A
¢ High Risk Pools ¢ Number of characteristics of firmsthat do not offer National HIAA (except profitability)
insurance (e.g., size, profitability, industry) State | N/A
............................................................................................................ Sub-state o [N
¢ Tax Incentives/Credits ¢ Number and characteristics of self-insured firms National N/A
State /I A
IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII Sub-state N/A
¢ Medical Savings Accounts | ¢ Average and range of insurance premiums National HIAA
Foster Higgins (employer-based)
(both proprietary)
State N/A
....................................................................................................................... BY INSUMEY e [ NA
¢ Subsidized Coverage ¢ Presence of community rating (statewide or specific State GHAA (HMOsonly)
insurers) Insurer-Specific products
+ Bare Bones Plans “» Demographics (.., age, sex, race, income, health | Nationa | Census, NMES for hedith staius
status) State Census
IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII Sub-state Census
¢ Public program target population compared to National Depends on public program
enrollment State
Program-specific

94CBU6YS
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DRAFT

PROPOSED INDICATORS FOR MONITORING HEALTH REFORM ACTIVITIES AT THE STATE LEVEL (CONT.)

REFORM ACTIVITY INDICATOR LEVEL OF AVAILABILITY
AGGREGATION

INSURING UNIVERSAL ¢ Number and characteristics of the uninsured National CPS
"OVERAGE State CPS
» ‘_Substate N/A
» Mandates ¢ Number and characteristics of firms that do not offer Nationa BLS
insurance State N/A
Substate N/A
» Entitlements ¢ Number and characteristics of self-insured firms State N/A
Substate N/A
N/A
MINIMIZING RISK SELECTION | ¢ Average premium cost by age, sex, race, “risk class’, | National N/A
benefit package State N/A
) .‘Substate N/A
¢ Uniform Benefits Package ¢ Number of plan transfers (annual) National N/A
State N/A
) "Substate N/A
¢ Community Rating ¢ Percent of personsin “job lock” National N/A
State N/A
¢ Insurance Market Reforms ¢ Percent of persons unable to obtain coverage because: | National N/A
(9., Open Enrollment; . Coverageisnot available State N/A
Guaranteed Issue; Portability) . Coverageisunaffordable Substate N/A
¢ Distribution of high risk patients by plan State N/A
Substate N/A

91CBO6Y3

LE wiIN- VHI, INC.



DRAFT

PROPOSED INDICATORS FOR MONITORING HEALTH REFORM ACTIVITIES AT THE STATE LEVEL (CONT.)

-

REFORM ACTIVITY INDICATOR LEVEL OF AVAILABILITY
AGGREGATION
ENSURING UNIVERSAL ¢ Utilization of “high-* cost servicesby plan State GHAA (HMOs only and
COVERAGE (CONTINUED) Substate regional)
| o Expenditures/patients by plan State NAIC (working towards
Plan centralized electronic
database)
INFLUENCING NATURE AND ¢ Number of Physicians Nationa ARF
CAPACITY OF DELIVERY State ‘ARF
SYSTEM Substate ARF
¢ Integrated Delivery Systems | e Physicians/100 population Nationa ARF
State ARF
IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII Substate ARF
¢ Anti-Trust ¢ Number of primary care physicians National ARF
Exemptions/Cooperative State ARF
Agreements Substate ARF
¢ Financial Incentives for ¢ Primary carephysicians/1000 population National ARF
Health Profession State ARF
Students/Residents Substate ARF
o Incentivesand Regulations | ¢ Number of primary care residency slots National AMA
for Educational Institutions State AMA
............................................................................................................................. Substate .. |AMA
¢ Funding for Capacity ¢ Primary careresidency dots as apercent of total Nationa AMA
residency dots State AMA
Substate AMA
94CBUOYS - 4 LEWIN-VHI, NC.




DRAFT

PROPOSED INDICATORS FOR MONITORING HEALTH REFORM ACTIVITIES AT THE STATE LEVEL (CONT.)

REFORM ACTIVITY [INDICATOR LEVELOF AVAILABILITY
AGGREGATION
INFLUENCING NATURE AND ¢ Percent of primary care residency dotsfilled National AMA
CAPACITY OF DELIVERY State AMA
SYSTEM(CONTINUED) | Substate AMA
¢ Expansions in Non- ¢ Beds/1000 population National ARF
Physician Scope of Practice . Acute . Long-term care State ARF
. Sub-acute Substate ARF
¢ Any Willing Provider Clause | ¢ Percent of population with aregular primary care Nationa
provider State N/A
| Substate
¢ Freedom of Choice Clause ¢ Number of physician hospital organizations National
State N/A
Substate
¢ Number of hospital cooperative agreements Nationa
State N/A
| Substate
¢ Percent of populationin MUAs Nationa
State HRSA
| Substate
¢ Percent of population in HPSAs Nationa
State HRSA
. .Substate
¢ Number of Integrated Delivery Networks State
Substate N/A

HHCBUNYS
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DRAFT

PROPOSED INDICATORS FOR MONITORING HEALTH REFORM ACTIVITIES AT THE STATE LEVEL (CONT.)

—
E3

REFORM ACTIVITY INDICATOR LEVELOF AVAILABILITY
AGGREGATION
INFLUENCING NATURE AND ¢ Number of mid-level practitioners National Professional Associations
CAPACITY OF DELIVERY State
SYSTEM (CONTINUED) Substate
¢ MLPs/1000 population National Professional Associations
State
Substate
PRESERVING OR ENHANCING ¢ Age-sex adjusted mortality National Delivery | NCHS (National and State)
QUALITY/ACCESS State System |
....................................................................................................................................................... Substate ~ Provider | o
¢ Practice Guidelines ¢ Immunization rate National Delivery | CDC (National and State)
State System
.......................................................................................................................... Substate ~ PrOVIder | e
¢ Information Dissemination | & Infant mortality National Delivery NCHS(NatlonaI State and
State System Substate)
Substate Provider
¢ Low-birth weight rate National Delivery | CDC (National and State)
State System
Substate Provider
. Vaccine preventable disease rate National Delivery | CDC (National, State and
State System Substate)
............................................................................................................................. Substate  PIOVIGRY | e
¢ Latestage breast cancer detection rate National Delivery )
State System [ Tumor Registeries (State)
Substate Provider

94CBU6Y3
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DRAFT

PROPOSED INDICATORS FOR MONITORING HEALTH REFORM ACTIVITIES AT THE STATE LEVEL (CONT.)

REFORM ACTIVITY INDICATOR LEVEL OF AVAILABILITY
AGGREGATION
PRESERVING OR ENHANCING ¢ Hospital mortality rate for selected DRGs Nétional Delivery | Availablefrom some states
QUALITY/ACCESS (CONTINUED) State System | (e.g., PA) (State and Substate)
IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII Substate Provider
¢ Tuberculosis incidence National Delivery | CDC(National and State)
State System
““““““““““““““““““““““““““““““““““““““ Substate Provider
¢ Outpatient visits/population National Delivery | N/A
State System | Available from some plans
...................................................................................................................... Substate Provider | (Delivery System) ...
¢ Emergency room utilization/population National Delivery | Available from some plans
State System (Delivery System)
IIIIIIIIIII Substate Provider
¢ Number of malpractice suits National Delivery | N/A
State System
Substate Provider

94CBU6Y3 8 LE WN VHI, | NC,
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Clgl!g;_txu_hﬂrmmn_fare
10M Accass Roport, RW Jehnson Access
9 R 1993 7 Healthy People 2000, 1992

Utilkation

Family Running & Prenatal Care

% pregnant \WOMeN obtalning adequate care
(Modified Kessner| ndex)

v

% women WIth at |east onefamily planning
vigit

% women USiNg any contraceptive method

% pregnant women r eceiving fir st trimester
care(and by poverty status)

% pregnant Wwomen reporting problem
obtaining prenatal car e (and by poverty

SNISTSNTS

Children's Health and Prevention

%of children vaccinated (DPT, MMR,
polio)

preschool children

children |-4

people< 25

Children's physician visitsper year, by
poverty Stafus

Ve

Poor and near poor children’s physicians
Visits per year, by insurance status

% poor & near poor children with a usual
source of care

Sources of children’s health care, by

poverty StatUs

v
v
v

Adult Health and Prevention

% women 40+ yrsreceiving clinical breast
exam

Ago 40+ yrs: moro than 3 yrs ago.
within past 3 yrs, because of health
bl pever bad p &

P

% women 40+ yrs reporting mammogram

Age 40+ yrs: more than 3 yrs ago,
within past 3 yrs, bocause of health
) had proceds

¥

Age 50+: received in the past year

Various groups

% women 18+ yrs reporting pap smear

Age 18+ yrs: more than 3 yrs ago.
within patt 3 yrx. because of bealth
bl nover had procedy

Age 18+ received in the past three
years

v

% persons receiving digital rectal exam for
colon/rectalCancer

Ages 40+

Oral. skin. & digjtal rectal

% persons receiving blood stool test for
colon/rectal cancer

Ages 50+

v

%% persons recelving proctoscopic exam for
colon/rectalCcancer

Ages 50+

v

Physician contacts, adults < 65

% Medicare beneficiaries ever immunized

rag‘g;inst influenza
% Medicare beneficiaries ever immunized
against prieumococcal pneumonia

CABG procedures per 1000 Medicare
enrollees

PTCA procedures per 1000 Medicare
enrollees

SISNISS

Best use of care

% with regular source of care

Receipt of recommended services (by
Various groups)

physician contact in past year

Ave # physician contacts annually by those v/
in fair to poor health
% of person in fair to poor health with no 7

94CBO444




Community-based | ndicatorsof Accessto Care

TOM Access Repert, RW Johnsod\CCESS 1
Monsures 1993 Report, 1993 Healthy People 2000, 1992
Use of high-cost discretionary . 1
care:Admissions for referral-sensitive v
Lack of timely use of acute medical care:% .
healthy individuals who do not contact a
Average # dental visits per year v
% persons with dental visit in the past year Ages 2-4, 5-17, 18+ (% W regular dental visits)
Outcomes
Family planning and prenatal care
Infant mortality (< 1 yr) v v
|Neonatal mortality (< 28 days) | | v
k + }
JPostneonataI mortality (28 days - 1 yr) | | v
I t ;
|Low birthweight (< 2500 grams) | v | | v v
Congenital syphilis I I v
% births unintended at the time of 7 rended 1
conception (unintended pregnancy)
Children's Health and Prevention
Incidence of vaccine-preventable childN00d| phtheria, meastes, mumgs, pernuasis, dipbtheria, measles, mumps, portusas. |
diseases polio, rubells, tetamu Measles polio, rubella, totanus, others
‘Hospitalizations for ambulatory care v
sensitive conditions per 100,000 children
% decayed teeth that were filled, ages 5- 17 v
Adult Health and Prevention
Incidence of |ate-stage breast cancer Mwiﬁ:f ;:zmn OF | 4 disgnosed after metastasis
: . % diagnosed after "regjonal® o : ' )
Incidence of |ate-stage cervical cancer ~distant” st2ge " | %diagnoseGemetastasis
Estimatedaccess-related excessmortality Blacksversus whites
Avoldable hospitalizations for acute v !
conditions (bacterial pneumonia, cellulitis, i
% adults with no teeth v v
— 1
Availability j

Family Planning & Prenatal Care

Government family planning expenditures v
woman of childbearing age ;
OB/GYNs and GP/FPs per 100,000 women 1
ages 15-44 v ;
% OB/GYNs and GP/FPs participating i -
Medicaid v 4
Children's Health and Prevention )
Pediatricians and GP/FPs per 100,000 -

children under age 19 v
% Pediatricians and GP/FPs participating )

i Medicaid v
-4

Federal vaccinefunding per child v

94CBO444



Community-based Indicators of Accessto Care

Measnres IOM Access Report, RW Johnson Access
1993 Report, 1993

Adult Health and Prevention

Healthy People 2000, 1992

Intemists and GPs per 100,000 people age . v
18+

Dentists per 100,000 people v

% without health insurance

Clinical preventive services from publicly
funded programs

Provision of recommended services by
primary care providers

% of people served by local health
department

SISTSTS

% of local health departments providing:

- health education

- child education

- immunization

- prenatal care

SISTSTSNTS

- primary care

HIVIAIDS bl

Substance abuse L1

Migrants . x%

* %

Homelesspeople

People with disabilities

Family violence *
Emer gency services *
Post-acute-care Servicesfor theelderly *
Prescription drugs *

* Areas for future indicator development
** Areas for future indicator development, where |OM has already begun work conceptualizing and identifying indicators.
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Health Status Indicators from Healthy People 2000 and Related Literature

Hy People | @ cot| Stoto1992 | ASTHOReowring | MiNOri9s9 | Larson 1992
Measure 2000 1992 1991 . (Breakdown by m::;?u: | (Children's (National level
| (partiallis®) | life stage) partial list) Health) only)
| Health Status (QOL)
Years of Hedlthy Life v
% w/ Major activity % nominst’l pop. 65+ Limitations of
Activity limitationg/restrictions, limitation due to wimgjor activity activities. [esiricte
chronic condition limitation activity
Self-assessed hedlth status v
. S People age 65+ with|
Functional limitations self- problems v
Mortality by age & cause

Infant mortality (< 1 year) v v v v v v
Neonatal mortality (< 28 days) v
Postneonatal mortality (28 days - 1 yr) v
Fetal mortality v v
Homicide v v

. Ages 15-24 within
Suicide v v tefined pop.
Motor vehicle accidents v v Ages<1é|_ oo
Injury (accidents, homicide, and suicide )
combined) (childrento youngadults) Age 14 1524
Non-motor vehicle accident fatalities Age grovps <11
\Work-related injury deaths v v
Lung Cancer v v
Breast Cancer v v v
Cardiovascular disease CHD, Stroke v CHD CHD
All causes combined v v
brematurechromicdiscaseMOrtal i ty(camq,hqm
Hisease. str ok e& diabetes combined) Age 2564
Child abuse or neglect v
Dthers v

94CB0444



Health Status Indicators from Healthy People 2000 and Related Literature

Healthy People

Stoto 1992 l ASTHO Reporting l Miller 1989 [ Larson 1992

cigarettes/day

Consensus Set Systes Core Dats Set . .
Measure 2000 1992 1091 (@@g% by o ot | (Children's | (National level
(partial list) e stage pactial list) Health) only)
. . . Medical conditionsi
Disease/ConditionPrevalence/Incidence 2
AIDSincidence v v Ages 13+ v
HIV infection rate v
Measles incidence v v
Tuberculosis incidence v v
Primary & secondary syphilis incidence v
% children tested and with blood lead
<5 yrs* 6mo-5 v
levels > 15 mug/dl v Age <3y Age omo-dyrs
Hepatitis B incidence v VA
% age 6-8 W 1+
decayed teeth; % age % age 6-8 w/ 1+ | % age 65+ withno
Dental health 65+ withno natural |  decayed teeth* natural teeth v
teeth; (other measures)
Gonorrhea, non-
gonococcal urethritis,
syphilis (primary&
. . — sccoFdary. co@m@), Ages 15-19 wath Gonorrhea, congenital
Sexually transmitted diseaseincidence gmm“::,p:iv?:m gonorrhea syphilis incidence
inflammatory discase,
sexually transmitted
Hep B
Workplace injury (incidence Of injuries resulting in
medical treatment, |0st work time, or restrictedworkl v Full time workers
activity)
Incidence of ip fracture in persons ages 65+ v
(Indicator of disabling conditions)
! - - — % below traditional
;/; grr:]lil gren & youthsw/ iron-deficiency Hgb o1 HCTourod %
below 5th pctl
Asthma hospitalizations (environmental v
indicator)
Foodbome Infections v
Risk Factors
Incidence of low birth weight (<2500 g) v v v v
. 1
Births to adolescents v v Mothers ages 15-17 Mom?;f? e
9% adolescentsin need served by family v
planning programs
i fi ; (%mothersr ecaiving
Eg:ttj g:rr: in first trimester/ lack of v v v e d
no care)
% pregnant women smoking 10+ J

94CB0444




Health Status I ndicators from Healthy People 2000 and Related Literature

I
Healthy People Consensus Set Stoto 1992 S ASTHO Reporting |  Miller 1989 | Larson 1992
Measure 2000 1992 1991 {Breakdown by i:d-ac; sl;:: 3; (Children's |[(Natienal level
(partial list) life stage) partial kist) Health) only)
Childhood poverty v v
% of persons living in countiesexceeding EPA standards ‘/ s
for airquality duringprevious year
Cigarette smoking v v Ages12-17, 20+ v
Alcohol use v Ages 12-17
Cocaine use v Ages 12-17
Alcohol abuse v v
Obesity v VA
Overweight (BMI>27.8kg/m(2) for men, v Ages 18+
27.3kg/m(2) for women)
% overweight adults trying to lose weight v
Hypertension Controlled HBP v x
Hypercholesterolemia v v
Abuse and neglect of children BY typeof abuse | Confirmed abusc* Confirmed abuse
% children in subpop. below 5th pctl on v
hgt-for-wgt standard growth charts
Process
% children in defined
; ; R Age250d under, Age2,basicseries, | Agel, for MMR, pop. not fully
% children immunized various other groups definedbyIPAC* DPT,palio immunized
(QPLMMR.galio) L |
Older peopic and ] ]
% adults 65 yrs immunized pm;'}':‘:ﬂlm Forp. paemoria & ;Z:;‘:;‘m’g
& influenza
% assessed rivers, lakes, & estuaries v v
supporting beneficia uses (fish& swim)
% Women receiving pap smear at interval v S
appropriate for age
% women receiving breast cancer o & 0era I nmmogram ot nteral | Clin bresstoxam & | | Women 86 0%,
screeni ng m"(’z:g: od) b appropriateforege* | msmmogram, age 50+ years
% pop receiving serum cholesterol [Age 18+ screened in Age 18+ ever
screening past5 years screencd
D6 pop. uninsured for medical care v v
% pop. without regular source of primary v (including dental ;
Care services)* !
|’/o age18+ with HBP not under care v |
1

94CB0444



Health Status Indicators from Healthy People 2000 and Related Literature

Healthy Peoplel Consensus Set Stoto 1992 ASTHOReporting Miller 1989 | Larson 1992
Measure 2000 1992 1991 (Breakdown by s s s tas.| (Children's (National level
(partial list) life stage) partial list) Health) only)
% pop. counseled by h.c. provider about v
selected risk factors for CVD
% of primary care providers who provide screening,
immunization, md ling scrvices ded by the v
USPrev Sves Task Force
Availability/Quality Of Services(some
examples)
States conducting state, regional, or local v
annua infant death review
Countieswith health department prenatal v
care services
Preschool child devel opments programs v
community fitness facilities v v
Number child: d for lead poisoning, found v
pOSitiVe, & receiving appropriate follow-up
Health-Related L aws, Regulations,
Policies(someexamples)
States mandating coverage for screening v
mammography
State environmental laws v v
% adolescent mothers who go off AFDC within "x" v
time of completing j Ob training

*Proposed indicators, requiring modifications to the existing data collection systems. Recommended as helpful in planning prevention programs aevoted to

achieving the year 200 objectives.
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Process- and Outcome-Based Performance Indicators

Measure

Process-Based Indicators

Outcome-B& 1
Indicators

Indicators of Clinical Quality

Preventive and Early Detection Services

Childhood Immunization Rate

/

*

v/

4

v

Pediatricvaccine-preventabledisease
outbreak by type

Cholesterol screeningrate

Mammography screening rate

Pap Smear screening rate

Sigmoidoscopy screening rate

Flu immunization 65+

**

Lead Toxicity

Well Child Health A ssessment

HIV Status

NSNS

Sexudly Transmitted Diseases

NewbornScreens

Tuberculosis

SickleCell Anemia

Hepatitis B

Hearing and Vision Screens

Diabetes

Hypertensionscreeing rate

N TSNS ISNTN S

Prenatal Care

|_ow birthweight

4

v

Very Low birthweight

v/

94CBO406.XLS




Process- and Outcome-Based Performance Indicators

Measure Process-Based Indicators Outcome-Based

Indicators

Failure to thrive v/

Neural tube defect v

Complex newborn rate v

%10 ICN v

inpatient infant mortality v

perinatal mortality rate v/

preterm deliveries v v

% with first trimester care 4 * v/ v v v

prenatal screeing v/ v

c-section rate v v v

vaginal birth after c-section v v

Acute and Chronic Care

Asthma inpatient rate v * v v v v

Diabetic retinal exam rate v/ * v

Late stage breast cancer detection v/ v v/ v

Late stage cervical cancer detection v v v

Pediatric accidental poisoning inpatient /

rate

Liver transplant survival rate v

Mental Health

Ambulatory follow-up after hosp. v/ " J/

‘major affective disorders

Hosp. Readmissions e * ¥

Depression recovery measure v

SuicideRate v/

94CB0O406.XLS




Process- and Outcome-Based Performance Indicators

Measure

Process-Based Indicators

Outcome-Based
Indicators

Substance Abuse

Hospitd Readmissions

v/

** /

Other Appropriate

and Efficient Car ¢

Laminectomy

v

Hysterectomy

v

Total Hip Replacement

Functional status following hip
replacement

Top 10 DRGs

Heart Disease

Kk

CABGorPTCA

Functional Status following CABG,
PTCA, angio

Stroke

Hypertension Tx

Breast, cervical, colorectal, lung cancer
rates

Appendectomy rates

Cholecystectomy rates

Pneumonia inpatient

AIDs survival time

Enrollee mortaity rates

Hospital mortality for selected DRGs

Evaluate hosp. for adverseoccurence

Select transplant centers on outcomes

Post-operative wound infection

94CB0406 XLS




Process- and Outcome-Based Performance | ndicators

Measure Process-Based Indicators
Unscheduled return to OR i Ve
Dental visit rate e
Utilization
High Cost/ High Occurence DRGs
discharges:A . discharges; discharges/
N :
Cerebrovascular LOS: Avg. |  NOTOE ALOS; Avg. 1000; mocality
cost ! Cost rate
. . discharges: discharges;
Respiratory infections/asthma ALOS; Avg. ALOS: Avg,
cost cost
. discharges: Number: discharges;
Chest pain/angina ALOS: Avg. | oo oS ALOS: Avg. mortality rate
cost * cost
Top 10 by ail
DRGs Number; Rate; Seleaed DRGs ymn;a(;mm
ALOS mortality rates | 4, 1000, ALOS
Breast, cervical, lung, colorectal cancer Monality rate
avg, length of
AIDs survival 1
. incidence % of all
Selected dlagn 0S€s rates admissions
Selected Procedures
Number;
Angioplasty Number: Rate Funcuonal
status
. Number;
Cardiac Cath. Number; Ratef Functional
status
Number;
CABG Number: Rate| Number; Ran Functional mortality rate
status
Cholecystectomy Number; Rate] ALOS
Hysterectomy Number; Rate} X rate; ALOS
Laminectomy V Number; Rate] X Rate; ALOS
Prostatectomy Number; Rate
- . Functional
Total hlp Number: R% status
Rate: ALOS;
Appendectomy Rupture Rate
Population mortality rates *x

94CBO406.XLS



Process- and Outcome-Based Perfor mance Indicators

L
Measure Process-Based Indicators Outcm.ne-Bas ed
Indicators
Inpatient Utilization -- Acute Care
Adms; Adm. R
. y Admussions/10| .. Admissions;
Discharges:D| mteidays; Discharges;Al
Totd ; davsnioon; | 00 aYV/1000: adm. rate
ays; ALOS f\sxl,’o 0 ALDS LOS ALOS
Number; Rate;
. Discharges:D Days; Discharges:A
Maternity ays,AIOS | Days/1000: LOS
ALOS
T Number: {
Discharges:D{ Rate:Days; Discharges:A
Newborns ays; ALOS | Days/i000: LOS
ALOS
Number; Rate;
Discharges:D Days. Discharges:A I
Med/Surg. | ays: ALOS | Days/100: I Los
| ALOS | | |
Number: Rate:
Days; % of live
NICU Days/1000; | births
ALOS
Ambulatory Care
Outpatient Visits Number; Ratej Number
Emergency Room Visits Number: Rate|Number: Rate] Number
Ambul atory Surgery Procedures Number; Rate| Number: Rate] l Number l l I I
Adult primary care Number: Rate
Pediatric Nirber: Ratd Avg/ enrollee/Number; Rate|
OB/GYN Number: Rate]
All other specialities Number: Rate
Home hedlth Number; rate Avg/ enrollee
Inpatient Utilization -- Non Acute
Number: Rate;
Number:, Rate; N
Days:; Discharges;
Total D‘A”&"s"o‘ D000 Days; ALOS
Number; Rate;
Days:
Rehab Days/1000;
ALOS
Number: Rate:
Days;
SNF Days/1000;
ALOS
M ater nity
Number:
H : : Number: Discharge;AL|
Total LiveDeliveries Days/I000AL| poe; avos 05
C i Number; Number; Discharge: AL}
-Section ALOS | Rate: ALOS 0s
. . . Number:; Number; Discharge: Al
Vaginal deliveries ALOS | Rate: ALOS os

4CB0406.XLS




Process- and Outcome-Based Perfor manceIndicators

Measure Process-Based Indicators Outcox.ne-ll ased
Indicators
Newborns

Number; Number; Discharge; AL
Total Rate; ALOS | Rate; ALOS 0s

Number; Number; Discharge:Al4
Complex Newborns Rate; ALOS | Rate: ALOS os

Number; Number: Discharge: AL}
Well newborns Rate: ALOS | Rate; ALOS 0s
Mortality rate

Mental Health
Number: Rate: Admissiony/|
: Number: Days: Discharge: N
l npatl ent Percent Days/1000 ALOS 000:Days/
ALOS 1000
Day/night care erent Number
Ambu]atory ‘:‘:2::‘; Number; Rate} Number | Visits/1000
Readmission for major affective Number;
R Percent *%
disorder Percent
Follow-up after discharge Percent
Suicide Rate
Chemical Dependency
Number: Rate:
. Number; Days;
Inpatient Percent n.y:nooo b
ALOS
Day/night care Rompers *k
Ambulatory r:,::::‘; Number; Rate} **
Readmission for chemical dependency | ‘memoe | Percem
Outpatient Drug Utilization
Avg. Cost Per Member Per Month v v v
Total prescriptions/enrollee/year v v v
Access

Number/percent of primary physicians v/
accepting new patients
Actual or Avg. Wait time to get an J/
appointment by appointment type
Percentage of Members with Plan Visit J
in Previous Three Years (by age)

94CB0406.XLS




Process- and Outcome-Based Performance Indicators

Measure

Process-Based Indicators

Outcome-Based
Indicators

Availability of emergency or after
hours care

Enrollment and Demographics

configurations)

Enrollee Population by Age and Sex v/ v

Percent Changein enrollment v/ v/
Disenrollment rates v/ 4

Financial Stability

Totd Revenue v

NetIncome v/

Net Worth v/

Debt to Service Coverage v

Overdl Loss Ratio v

Administrative Loss Ratio v

Medical Loss Ratio v

Operating Profit Margin v

Days Cash on Hand v/

Days in Unpaid Claims v/

Admitted Reserves v/

State Minimum Reserve Requirement v

Cost Per Member Per Month v 4 v
Monthly Premiums (by various family |

o GHC will be revising their reporting format to match quality measures used in HEDIS 2.0.

o *Indicator will be phased into dataset in second

year.

o ** Also includes clinical and health service delivery area of concerns that cannot be translated into specific measures or indicators, such as motor vehicle

accidents, pregnancy prevention, precniption drug abuse, smoking prevention and cessation, medical problems of the frail elderly, and domestic violence.
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Plan-Based Performancelndicators

5 & &
Y /S P ©
o S $
Indicatars, /Qi/ M

Patient "Characteristics
Sociodemographic Characteristics

Family total income before taxes 4 v/ e v

Current marital status v Ve

Spouse covered in plan?

Children covered in plan?

Home Zip Code v v

\
AN
N

Age v

Spouse' sage v

Gender v/

Race/ethnicity v/

Number of persons living in household (including yourself)

Employment Status

\Work zip code

\Whose views are expressed in this survey? (e.g. employee, spouse,
friend)

NN SIS TS) NS
<

Education level e
Physical & Psychological Health
Self health assessment Ve

Limitations of spouse in various activities? (e.g. vigorous activities,
lifting groceries)

Limitations in various activities? (e.g. vigorous activities, lifting
groceries)

During past 4 wks, any problems with work or daily activities as a result
of physical health?

During past 4 wks, any problems with work or other regular activities as
a result of emotional problems?

During past 4 wks, towhat extent have your physical health or emotional
problemsinterfered with your normal social activities with family, etc.

NSRS RS

How much bodily pain experienced in past 4 wks?

94CB0406.XLS




Plan-Based Performance Indicators

s /&S
Yy S0 <
S 2 N
Indicators M M

During past 4 wks, how much did pain interfere with your normal work?

During past 4 wks, how much of time have your physical health or
emotional problems interfered with your social activities?

Feelings

Health now compared to one year ago

Medica Conditions

NSNS ISESNES

Hedth Behaviors

Attitudes & Expectations

\

| am very satisfied with the medical carel receive

There are some things about the medical care | receive that could be
better

NSNS

Themedical carel am receiving isjust about perfect

| am dissatisfied with some things about the medical care | receive v

Structure: Thinking About Your Health Care
Organization & Financing

Protection you have against hardship due to medical expenses v/ v/

Arrangementsfor you to get the medical care youneed without financial ) J/
problems

Structure: Thinking About Your Health Insurance Plan

Rank health plan features

Would you recommend your current health insurance plan to your family
or friendsif they needed care?

If cost was not a concern, would you recommend your current health plan
to friends, family

Do you intend to switch to a different health insurance plan when you
next have an opportunity?

NSNS S

: - Services Covered

Coverage for prescription drugs

Coverage while traveling

Coveragefor long term care

NSNS S

Coveragefor mental health, substance abuse

94CB0406.XLS



Plan-Based Performancelndicators

& & &
at A O &
Indicators / © ¢ &
v/ ve

-
Range of services covered by your plan

Coverage for preventive care and routine office visits 7/ v/
Coverage for illness visits, treatments, or hospitalization e v v/

" Paperwork

The forms you must fill out (number, ease of completing them) 4 v/ v
Length of time you spend filling out claims forms or other paperwork v/ v/
The way your plan handles the forms and other paperwork required when J/ / J
you go for care

Costs of Care
Overal, considering the value of the care and services you get for what
you pay, how would you rate:

The part of the premium you pay for covered services? v/ v/ v/

Monthly payment for coverage, even if you pay nothing

Have you ever postponed medical care because of cost while still
covered?

The amount you pay out-of-pocket (e.g. copay, deductibles) 4 v v v/

Information
Availability of information from your plan about eligibility, covered
services, or administrative issues

Availability of answers to questions about benefits or services covered

Availibility of information from you doctor or plan about costs of care

NI NSNS

Explanation from your plan on how the system works

Management of Coverage--Problems (big, small, none)

Confusion about what services coveted under plan

Disapprova of treatment or services recommended by your doctor

Confusion about necessary paperwork to get treatment

NSNS

Having to pay for services that have not been approved by your plan

What was the most important reason for choosing your health plan? | | v/

Children’s coverage, overall qualtity e |

94CB0406.XLS



Plan-Based Performance Indicators

Indicators

623,‘?

Q)

o
&

Insurance Plan Overall

/

Have you or immediate family been hospitalized overnight in past year
under current coverage?

Usage of covered services since enrollment

How long enrolled in current plan

NSNS

During past six months, did you choose to use services of provider
outside of plan?

How many people in immediate family are covered?

What type(s) of professionals did you see outside the plan and for how

many visits?
s - . Access

Overall

Convenience of location of the doctor's office

Access to hospital care if you need it

Access to specialty care if you need it

Access to medical care in an emergency

Arrangements for making appointments for medical care by phone

Length of timespent waiting at the office to see the doctor

Convenience of hours when the doctor's office is open

Length of time you wait between making an appointment for routine care
and the day of your visit

Length of time you wait when going for routine care (e.g. physical)

SNTSITNTSNSINISINTSTSN TS

when going for sick care (e.g. like treatment for a sore throat)

when going for urgent care (e.g. emergency room)

Availability of medical information or advice by phone

Access to medical care whenever you need it

How often do you see same doctor when you go for medical care

STISTINISISNTISISNSISNSINTISTISISIN TS
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Plan-Based Performancelndicators

s /& /&
& &d o";’\O &
Indicators
Services available for getting prescriptions filled v/
_ Continuity & Choice
Arrangements for choosing a persona doctor v/ v/
Choice of primary care doctors v/
Information your health plan provides to help you choose a primary care v
doctor
Ease of choosing or changing your primary care doctor v
Did you change doctors, why? v
Ease of getting referral to specidist
Choice of specialist doctors v/
Ease of seeing the doctor of your choice v/
Satisfaction with doctor seen most frequently v
Number of doctors you have to choose from
Overall v/
Process
‘Technical Aspects of Care
Thoroughness of examinations and accuracy of diagnosis v/
Skill, experience, and training of doctors v/
Thoroughness of treatment v
Care provided by nurse practitioner? v/
Quality of specialist you are referred to v/
Interpersonal Aspects of Care
Attention given to what you have to say v/ v/
Explanations of medical procedures and tests v/ /
Personal involvement in decision-making v/
Friendliness and courtesy shown to you by doctors and staff v /
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Plan-Based Performance Indicators

Indicators

6233'

Personal interest in you and your medical problems

Reassurance and support offered to you by doctors and staff

Respect shown to you, attention to your privacy

NSNS
NSNS

Amount of time you have with doctors and staff during a visit

N TSN TN S

Management of Care--Problems (big,

small, none) : - -

Limitsin choice of doctors

Limited freedom to receive treatment you and your doctor believeis
necessary

Delaysin medical care while waiting for plan approval

Lack of coordination between the doctors or staff who treat you

Poor communication between doctors or staff

Lack of servicestailored specifically to meet your needs

Lack of information to help you manage or prevent medical problems

Lack of reminders or encouragement to usetimely preventative services

NSNS N NS

Preventive Care

Have you seen adoctor or other health professional any timein the past 3
years?

Have you had your blood pressure taken by adoctors or other health
professional any timein the past 2 years?

Have you had your blood cholesterol measured by adoctor or other
health professional any time in the past 5 years?

Have you had a pap smear at any timein the past 3 years?

Have you had a mammogram taken by a doctor or other health
rofessiona any timein the past 2 years?

Has aphysician or other health professional discussed any of these health
education topics (e.g. exercise., STDs)

Have you participated in any healthimprovement programs offered in
plan

Sati sfaction with health improvement programs
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Indicators

Plan-Based Performancelndicators

-

Hospitals

iy ° o“é &
MM

Satisfaction with medica care

Courtesy/friendliness of nurses & staff

Hospital envirnonment (e.g. food, noiselevel)

Staff's attention to your privacy

Feel sent home too soon?

When was most recent hospitalization

NSNS INTN S

Overdl satisfaction

Qutcomes

The outcomes of your medical care, how much you are hel ped

Overdl qudlity of care and services

How well your care meets your needs

The benefits of your care, compared to any setbacks it has caused you

Comments

Overall Satisfaction
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@ . Survey Elements/Indicators
Yerception of Problem
» Definition of need for heath care reform

» Percent who feel amount of US health spending (PercentGDP) is toc
little/much, worth it

» Percent who prefer controlling national health spending or providing healtl
insurance for all through taxes

» Percent whose working household reports cut in benefits or was asked t«
pay more of insurance costs

» Assuming no major changesto current health system,
o Percent whose greatest concern is about insurance coverage
o Percent whose greatest concern is about care affordibility

— Percent who report problems paying medical bills in past year; b
insurance status

- Percent with no problems paying hills

— Demographics of people who did and did not have problems payiny
medical billsin past year:

°  Percent reporting problems paying medical bills in past year
° by age, sex, children <18y, race, employment status
° by income level

— Percent whose household has been seriously hurt by medical bills

e Percent whose greatest concern is about a family member having t«
accept changes in coverage

%erception of Causes

» Factors contributing to high health care costs (e.g. malpractice lawsuits)
percent saying factor contributes a great deal

» Percent people who have a great deal of confidence in doctors, insuranc:
companies, pharmaceuticals
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SurveyElements/Indicators

Perception of Possible Solutions

¢ Percent people willing to pay additional taxes to finance nationa plan
o Percent who will pay $50/mo additional taxes
o Percent who will pay $20/mo additional taxes

e Percent people willing to pay more than $200 per year to suppor
national plan

o Percent people who perceive themselves as overly taxed by government

¢ Percent willing to accept queing and other implicit rationing (e.g. physicia
choice limits, government price controls)

¢ Percent prefer managed competition
Percent prefer government control
o Percent people who feel agreat deal of confidence in federal government
o Percent feel management should be by government, by private insurance
¢ Percent willing to join HMOs
¢ Percent satisfied with different plan types

Percent people supporting adoption of comprehensive national healtl
insurance

Percent people who believe US spends too little on welfare

*

®* <

Percent feel rationing is necessary or unnecessary

Percent Americans preferring Canadian Health System (year) according tc
income group and race

e Percent Americans, Canadians satisfied with nation’s direction (ove:
time)

o Percent Americans, Canadians optimistic about coming year (over time)

L 4

¢ Inten nations, Percent people who feel minor,fundamental, or total change!
to their health system are needed

® Perceptions of most important health care issue facing nation at present time
High cost of care
o Problem of uninsured
o Access to hedth care
o Quality of hedth care
Other/not sure
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Survey Elementd/Indicators
v Preference for financing health care

¢ Employer mandate
e Single Payer

e Tax credits

. Not sure

» Voter's preference for managed competition (percent), regulation/price
setting (percent)

o by ageof al voters
¢ by HMO/managed care member, nonmember
e by level of education

» Voters support for global health spending cap by age, income, race,
insurance status

e Oppose
o favor intheory
e favor even with constraints
» Percent willing to pay additional taxes
¢ liguor and cigarettes
o income tax for those ~$50,000
hospital charges, MD fees, and Insurers
¢ Hedth Insurance Benefits

e Employers

o Nationa Sales Tax

o Higher Medicare fees for upper-income elderly
e employees

e income tax for those >$25,000

¢ Timeliness

¢ Exclusion of results of surveys with less than 1,000 randomly selected participants

Methodological concerns Blendon (Blendon, and Donelan, 1990) (Blendon and Hyams,
1993) raises include:

¢ Sampling errors even after weighting for race, sex, and age

¢ Underrepresentation of population due to use of phone surveys

94CB0399 52 Le win- VHI, Inc.



STX86£0d0V6

90UAPIDY[ SISO[NDIAGN ],

yIRaH [eIUaQ

4199, ON YA SINPY U22Ia]

AyijeLio
SSIOXH PAIR[AY-SS00Y pajewWiIsy

STSTSTSTS

siiyd4g [enuaduo)

a1ey Surusarog uoisuaiadAy

a1y Suluaalog [0Ia1s30Y)

Jooue)) [£102Y/u0[0)) I0J wexy
91d02501001J SUIAIIITY SUOSID{ 1UAdId]

190UB)) [B109Y UO[O)) 10} 1S3 ],
1001S poolg SUIAIIY SUOSIS] 1U3IIIJ

SIS TS IS IS DS

SIS TS TISTISTIS SIS ISEDS

130U [R109Y/U0J0)) 10} WeXs]
12109y [eNS1 SUIA1999Y SUOSIS] 1UAAI™]

[

SUOIOLISAY/suonew ANANOY

S

paziunuIwy sIeak g9 SINPY U1

a1 Ao Jo sieax

sJojedpufy A3y

s10)ed1pu]




Indicators

Key Indicators

Injury

Cardiovascular Disease Incidence

Premature Chronic Disease Mortality

AIDS Incidence

Sexually Transmitted Disease Incidence

Cigarette Smoking

Average Cost Per Member Per Month

Actud or Average Wait Time to get an
Appointment

Admissions for Referra-Sensitive
Surgeries

Avoidable Hospitalizations for Acute
Conditions

Hospitalizations for Ambulatory Care
Sengitive Conditions

Ambulatory Chemical Dependency
(Admissions/1000;ALOS)

NSNS TN S

Asthmg Inpanient Rate

LSRN I N BN BN
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Indicators

Key Indicators

Medicine/Surgery Admissions/1000

Adult Primary Care Visits/1000

Emergency Room Visits/1000

Mental Health Hospital Readmissions

Inpatient Mental Health
(Admissiongl 000;ALOS)

Ambulatory Mental Hedlth
(Admissiong/l 000;ALOS)

Substance Abuse Readmissions

Inpatient Chemical Dependency
(Admissionsg/l 000;ALOS)

SIS ININISINISNES

Outpatient Visits/1000

v

Pediatrics

Percent Children Immunized

v

Incidence of Vaccine-Preventable
Childhood Diseases

Percent Chitdien Tested & With Blood
[RPEYE N AN I\muk' Ji

»

¢\|4|‘ [T "N W
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AN Y AN
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Indicators

Key Indicators

Pediatric Visits/1000

)

erinatal

Incidence of Low Birth Weight
(<2500 g)

Perinatal Mortality

Inpatient Infant Mortality

Infant Mortality (<1 year)

NS TSNS

NICU Admissions/1000

N N N N

v

Women 3 Health

OB/GYN Visits/1000

Percent Women Receiving Breast Cancer
Screening

Incidence of Late-Stage Breast Cancer

Incidence of Late-Stage Cervica Cancer

Percent Women 18+ Years Reporting
Pap Smear

Percent Women With Al Least One
Family Planning Vist

NSNS TSNS

NSNS TNTS
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Indicators

Key Indicators

Percent Birth Unintended at the Time of
Conception

Births to Adolescents

Prenatal Care in First Trimester/Lack of

Prenatal Care v
Percent Pregnant Women Obtaining v
Adeguate Care

C-Section Rate v

Public Percepti

ons

Fed Amount of US Health Spending
{%GDP) is Too Little/Too Much

Prefer Controlling National Health
Spending/Providing for All Via Taxes

Percentage of Population Who Did &
Did Not Have Problems Paying Medica
Bills Last Year

N

Percentage Population Having Gresat
Deal of Confidence in Health System

Percent Willing to Accept Queing &
Other Implicit Rationing

Percent Willing to Join HMOs

Perceptions of Most Important Health
Care Issue Facing Nation at Present

NSNS
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Indicators

Key Indicators

High Cost of Care, Percentage

Problem of Uninsured, Percentage

Access to Health Care, Percentage

Quality of Health Care, Percentage

SNTSNTSN S

Consumer Satisfaction

Affordability of Care

v

Overdl Satisfaction With Hedth Plan

Satisfaction Re: Consumer
Support/Education

Satisfaction Re: Coverage Levels

Satisfaction Re: Access

Satisfaction Re: Continuity & Choice

Satisfaction With & Utilization of
Preventative Care

Satisfaction With & Utilization of
Hospitals

STSTSNT NS

Perception of Outcomes

STSTSNITNINTNTNT NS
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Indicators

Key Indicators

Satisfaction With Provider Qualifications

Health spending as a Percentage of GDP

Average Per Capita Expenditures

Average Out-of-Pocket Spending as a
Percentage of Income

Percentage of Uninsured

Federa Medicaid Spending Relative to
Total and Private Spending

Medicaid Spending Relative to Total
Spending

Spending By Type of Service (As
Percentage of Spending on All Types)

Spending By Type of Provider (As
Percentage of Spending on All Types)

SN TISTINIS]TSTINTINES
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